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...thanks to Tedral prescribed by his physician. 
No single drug can equal Tedral to protect 
the asthmatic patient against symptoms 


’round the clock. 


* Dosage: 1 or 2 tablets q.i.d. Te d. r 1 
ae Available: boxes of 24, 120 and 1,000. a 


a product of Warner-Chilcott 
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sleep for the sleepless *K 


The stroboscopic photo 
shows movements of restless sleeper (28-year-old 
male) after placebo. The following night the same 
patient was given nonbarbiturate Doriden 0.5 Gm. 
at bedtime. The result was an approximate 50 per cent 
reduction in overt motion and restlessness. Doriden® 
(glutethimide CIBA) acts within 15 to 30 minutes; 
induces 4 to 8 hours of sound, natural sleep; 
rarely causes morning hangover. CIBA 
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high B and C vitamin levels are required—prescribe | 
 “BEMINAL" FORTE with Vitamin 
capsule conteins: thiamine mononitrate (B)) 25 mg., riboflavin (Bz) 12.5 
nicotinamide 75 ma., ‘pyridoxine (Bs* 3 mg., cale. pantothenate 10 mg., vitamin al 
[ascorbic acid) 150 mg., vitamin B\2 with intrinsic factor concentrate 1/9 unit. Pen 
Supplied No. 817 — Bottles of 100 and 1,000 capsules, 
‘ 5804 - Ne 


4, No. 2 


Vol. 


i 
: 


The Resident Physician 
is published monthly 

on the fifteenth 

by The Resident, Inc., 
with publication offices 
at 34 North Crystal 
Street, East Stroudsburg, 
Pennsylvania. 

Executive, advertising 
and editorial offices at 
M47 Northern Boulevard, 
Manhasset, New York. 
Accepted as controlled 
dreulation publication 

at East Stroudsburg, 


Pennsylvania. 


Postmaster: If 
undelivered, please send 
form 3579 to Resident 
Physician, 1447 Northern 
Boulevard, Manhasset, 
New York. 


February 1958, Vol. 4, No. 2 


sident 


Physician 


Articles 


What About Your Income Tax? 
Guest Editorial 
Clinico-Pathological Conference 


University of Oregon Hospitals and 
Clinics 


Renaissance in Otorhinolaryngology 


Language Problems of Foreign 
Physicians 


The House Staff Role in Undergraduate 
Medical Education 


Medical Ethics and Etiquette 
Surgery and the Law 
Licensure for Foreign Graduates 


Washington Report 


Contents 
| 
aft 4 50 
60 
76 
oo 
123 
146 
50 
hye 5 


Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteo- 


blastic activity due to declining sex hormone function causes the bone 
matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to 
combined estrogen-androgen therapy. The prognosis for bone recalci- 
fication is good provided treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New 
York, The Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


' Ayerst Laboratories « New York, N. Y. « Montreal, Canada S 
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Departments 


Viewbox Diagnosis 
What does the film tell you? * 


Resident Relaxer 
A diversion with a purpose—see how you do. 


Letters to the Editor 


Questions and comment by readers. 


teo- 
hy Editor’s Page 


well to Mediquiz 
‘ecalci- 


seg Working alone or with your colleagues, 
riods. you'll do well to get nine out of ten correct. 
. 2, New 


Leads and Needs 


Practice openings; residency opportunities. 


Advertisers’ Index 


Companies whose products and services 
are advertised in this issue of your journal. 
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anticoagulant 


LIQUAMAWR’ 


(BRAND OF PHENPROCOUMON) 


‘ORGANON’ 


® Tailored to give the most satisfactory results a 

in all classes of patients 2 

- LIQUAMAR offers these clinical advantages in - 
the treatment of thrombosis and embolism: z 

> 

marked and prolonged anticoagulant activity ¢ 

stable and predictable prothrombin responses : 

- 


ease and certainty of control 

no nausea, vomiting, or vasomotor instability 
low incidence of bleeding 

low daily maintenance dose 


low cost 


proven effective in thousands of patients 


SUPPLIED: Oral tablets, double-scored, each tablet containing 3 mg. of 
phenprocoumon. In bottles of 100 and 1000. 
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Managing Editor 
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Resident Editor 
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Art 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuseript should be 
submitted. Articles with pho- 
tograp hs, illustration or draw- 
ings are especially desired. 
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proctitis 
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ma for advanced * Radiation 
management 
inflammatory © Proctitis 
al anorectal disorders accompanying 
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| Medication 
WYANOIDS HC 
ment 
Rectal Suppositories with Hydrocortisone, Ilino 
e Acute 

Dern 
internal Mari 
hemorrhoids ans 
tology 
versit 
e Cryptitis Gen 
hydrocortisone to reduce wt 
inflammation and edema... —°*_ Postoperative versit 
plus the WYANOIDS acer 
with tice I 
formula to relieve itching, : more 
i inflammatory sia 
burning, soreness, pain 
Composition: Each suppository contains hydrocor- — 

tisone (as acetate), 10 mg.; extract’ belladonna, e Internal 
0.5% (equiv. total alkaloids, 0.0063%); ephedrine pa Cuar 
sulfate, 0.1%; zine oxide, boric acid, bismuth oxyi- os Profe 


odide, bismuth subcarbonate, and balsam peru in pruritus 
an oleaginous base. 


Supplied: WYANOIDs with Hydrocortisone, 
boxes of 12. Wyeth 


Comprehensive literature available on request Philadelphia 1, Pa. Febr 
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Anesthesiol 

J. Arrant, M.D. 
of Anesthesiolo 
New Orleans. 


irector, Department 
Charity Hospital of 


Max S. SaDove, 
ment of Anesth 
Illinois. 


Dermatology 

Marion B. Sutzpercer, M.D., Professor 
and Chairman, Department of Derma- 
tology and Syphilology, New York Uni- 
versity Postgraduate Medical School. 


General Practice 
C. Westey E1sere, M.D., Chief, Gen- 
eral Practice Residency Program, Uni- 
versity of Colorado. 


., Director, Depart- 
logy, University of 


Georce Entwiste, M.D., General Prac- 
tice Program, University Hospital, Balti- 
more, Md. 


Medicine 
Wiuiam B. Bean, M.D., Professor of 


Medicine, University of Iowa Medical 
School. 


Cuartes Davipson, M.D., Associate 
of Medicine, Harvard Medical 
School. 


C. Westey M.D., Associate 
Profes-or of Medicine; Director, Post 
Graduate Medical Education, University 
of Colorado. 
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Cuartes L. Leepuam, M.D., Director 
of Education, Cleveland Clinic, Frank 
E. Bunts Educational Institute. 


Joun C. Leonarp, M.D., Director, 
House Staff Education, Hartford Hos- 
pital. 


Cuartes F, Witxinson, M.D., Pro- 
fessor of Medicine, New York Univer- 
sity Postgraduate Medical School; Di- 
rector, Fourth Medical (N.Y.U.) Divi- 
sion, Bellevue Hospital Center. 


Obstetrics-Gynecology 

Avan F. Gutrmacuer, M.D., Director, 
Department of Obstetrics and Gyn- 
ecology, Mt. Sinai Hospital, New York 
City. 


Ophthalmology 

Derrick T. Vai, M.D., Chairman, De- 
partment of Ophthalmology, Northwest- 
ern University Medical School. 


Orthopedics 

Harotp A. Sortetp, M.D., Professor of 
Orthopedic Surgery, Northwestern Uni- 
versity Medical School. 


Otolaryngology 

Dean M. Lierte, M.D., Chief, Depart- 
ment of Otolaryngology and Maxillofa- 
cial Surgery, State University of Iowa. 
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Squibb Tetracycline Phosphate Complex Psych 
WILLA 
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chiatry 


In your patients, SUMYCIN produces: 
1. Superior initial tetracycline blood levels- 
faster and higher than ever before—assuring 
fast transport of adequate tetracycline to the 
“site of the infection. 


2. High degree of freedom from annoying or 
therapy-interrupting side effects. 


Tetracycline phosphate 
complex equiv. to 
Supply: tetracycline HCl (mg.) Packaging: 


Sumycin Capsules 250 Bottles of 16 
(per Capsule) and 100 


Sumycin 125 2 oz. bottles 
P ° (per 5 ce. 
Squ bb Quality— Sumycin Pediatric Drops 100 10 ec. dropper 
the Priceless Ingredient (per cc.—20 drops) bottles babii 
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sician 


EN, M.D., Professor of 
sity of Nebraska. 


James Marvin Baty, M.D., Physician- 
inChief, Boston Floating Hospital. 


Plastic Surgery 

Neat Owens, M.D., The Owens Clinic, 
New Orleans, Clinical Professor of Sur- 
gery, Tulane University School of Medi- 
cine, 


Psychiatry 

Wittiam C. MenninGER, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Public Health and 

Preventive Medicine 

Herman E. Hittesor, M.D., Commis- 
sioner of Health, State of New York. 


Radiology 
Maxweit H. Popper, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Rehabilitation and 

Physical Medicine 

seoewick Meap, M.D., California Re- 
habilitation Center, Vallejo. 


February 1958, Vol. 4, No. 2 


Resident Staff Director 
SatvatoreE R. Cutroto, M.D., Deputy 
Medical Superintendent, Bellevue Hos- 
pital Center. 


Surgery 

Donato C. M.D., Assistant 
Professor of Surgery, College of Medi- 
cal Evangelists. 


Bernarp J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, Long Is- 
land, New York. 


Eart J. Hatuican, M.D., Director of 
Surgery, Jersey City Medical Center. 


Kart A. Meyer, M.D., Chairman, De- 
partment of Surgery, Cook County 
Hospital. 


Howarp E. Snyper, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Thoracic Surgery 

Paut C. Samson, M.D., Associate Clini- 
cal Professor, Stanford University 
School of Medicine, San Francisco. 


Urology 

Hersert B. Wricut, M.D., Chief of 
Urology, Evangelical Deaconess Hos- 
pital, Cleveland. 
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now, 


__for shorter lab 
a easver delivery 


an essential hormone of parturition to 
reinforce the normal physiology of childbirth 


Cervilaxin 


(relaxin, National) 


CerviLaxin relaxes and softens cervical tissue thereby shortening labor ani 
easing delivery. 
CERVILAXIN may be used in any delivery, but it is of particular value in frank labor 
with slow cervical dilatation, in primigravidas, and in multiparas with his 
tories of difficult labor. It may be used alone, or in conjunction with oxytocin. 
Birnberg and Abitbol' using CerviLaxin and oxytocin, reduced the time of normd 
term labor in primigravidas and multigravidas by more than 50% when compared 
with a series of women receiving oxytocin alone. 
CERVILAXIN offers these advantages to your patient— 
e shortens time in labor 
e lessens danger of fetal damage (brain injury) 
e easier labor—less pain—less trauma—less need for intervention 
e reduces danger of uterine rupture due to the failure of the cervix to dilate 
e makes the use of oxytocin safer 
Dose: Cervitaxin for administration by intravenous drip, is supplied in 2 ml. 
vials containing 20 mg./ml. Complete instructions with each package. 

1. Birnberg, C.H., and Abitbol, M.M.: Obst. & Gynec. 10:366, 1957. 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 
What Is Your Diagnosis? 
1. Carcinoma of the cardia 3. Cardiospasm 
2. Carcinoma of the esophagus 4. Peptic esophagitis 


Answer on page 170 
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topical antibiotic therapy 
in its most convenient form 


AUREOMYCIN 


CHLORTETRACYCLINE HYDROCHLORIDE 


DRESSINGS 


STERILE AUREOMYCIN DRESSINGS in 4 hanay 
forms provide instant-ready added protection 
against wound infection in hospital, office or 
emergency use. 


STERILE AUREOMYCIN DRESSINGS ensure 
safe, high-concentration broad-spectrum action 
at the site of potential or existing infection... 
promote faster healing and virtually eliminate 
odor in burns, abscesses, surgical incisions, am- 
putations, and other wounds. 


AUREOMYCIN Chiortetracycline Impreg- 
nated Gauze Products —containing 2% Chlor- 
tetracycline Hydrochloride ih a special, nonad- 
herent, water-absorbent base—are available as: 
Strip Dressing, /2” x 72”, 2” x 108”; in glass jars. 
8” x 12” Dressing, in individual aluminum foil’ 
envelopes. Packing, %” x 24”, 1” x 36”, and 
2” x 36”; in glass jars. 

AUREOSURGIC® Surgical Powder —contain- 
ing 50 mg. Chlortetracycline Hydrochloride per 


am ina soluble base—is available in shaker-top 
ttles of 20 Gm. 


< 
——— Producers of Davis & Geck Brand Sutures and 
vim Brand Hypodermic Syringes and Needles 
PRODUCTS DIVISION 


SURGICAL Distributed in Canada by North American Cyanamid Ltd., Montreal 16, P.Q. 
DANBURY, CONNECTICUT 


Mydr 


Resident Physician 


(Ai 
= AS 
reg 
5.0 
10. 
d 
a 4. 
i a 
s¢ 
4 15. A 
16. TI 
17. 
ig 18. T 
: 19. - 
: 20. R 
‘ a 
22. 
r 
e 
2. / 
i 
33. \ 
= 
39. | 
4 
= Gee ‘trip Dressil) 
& 
59. 
él. 
r 62. 
g Strip Dressing 
63. 
F 
18 


*hysician 


. Where 


(Answer on page 170) 
ACROSS 


vessels 


an (plural) 
oF short duration 


enter 


“Oil used in skin 


. Ependymal 


diseases 
thickening 
above the calamus 


scriptorius 


_ A dwarf 
. The technic name of an 


organ or of a species 


. You get one from the 


dietitian 


. Two-winged insects 


: erry; Actaea 
. Rupture or distention of 


a blood vessel 


. Hard substance envel- 


. Science 


oping the crown of a 
tooth 

dealing with 
rocks (abbr.) 


. Pertaining to the rectal 


exit 


. Histologic colors 
. phosphorized sub- 


stance occuring widely 
in the body 


. Webs 
. Plastic surgeons have to 
do thi 


. Exist 


.—— serrata; 


the ser- 
trated endings of the 
ligament of the lens 
and the retina 


. Digs from the earth 
. — legs; rachitic sign 


. Padding for 
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tion table 

What the old-time 
country doctors used to 
make rounds in winter 
. — Bernard; dog used 
te rescue travellers 
ideas by words or signs 
Inability to express 
Sticky substances 
Internal (prefix) 


elshman 

Folds of peritoneum 
Fine grade of Turkish 
tobacco 

Partially fermented 
barley-seed 
position; head 
dependent over the end 
of the table 
.——"s Ascending Proc- 
ess; Scarpa's Fascia 
- Any space with bound- 
aries 
. Relating to the outer 
membrane of the brain 
and spina] cord 
. The way you want your 
coffee or tea, if not hot 
. 50, double it, times 10, 
back to 50 again 
. Indurated 
. One of the Mayo 
Brothers (abbr.) 
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46 


78 


62 
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DOWN 


. —s Lobe; of prostate 


Wild goat in Alps 
River flowing into 
Arctic Ocean 

Internal fat of the body 
Combining form mean- 
ing bi vessel (pl.) 
A tube 
One (Lat.) 
Famous Egyptian King 
colloq. 
nherent qualities of 
drugs 

Hard, heavy metal 


.— Ulcer; a form of 


phagadena common in 
the tropics 


. Unit of force 
. 13th and 12th letters of 
bet 


the alpha 


. Genetic Determiner 


Horny lamina coverin 
the terminal phalanx o 
each finger and toe 
Mosquito 

The mouth 


principle 
from orris root 


263 8 


BS 38 S FES 


. Salamanders 


Red oxide of lead 
(L. dat.) 

Brassicae 

Gasp for breath 

Any union of a base 
with an acid 


. Having no directive 


tendency 
Pertaining to the chin 


Free from dirt or im- 
purities, as a hospital 
must be 

Trichlorphenol 

The refuse of fruit after 
extraction of the juice 
An constituent 

r.) 

-—'s Eruption; a mor- 
billiform eruption fol- 
lowing the injection of 
tuberculin 


. Mental image 
. Increases the quantity 
. ——patient; one treated 


at but not detained in 
a hospital 


. In a very busy doctor's 


waiting room or a hit 
play (abbr.) 
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release from pain 
and inflammation with 


BUFFERIN. ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps reduce pain and joint edema—com 
fortably. BUFFERIN caused no gastric distress in 70 per cent of hospitalized 
arthritics with proved intolerance to aspirin. (Arthritics are at least 3 to 10 
times as intolerant to straight aspirin as the general population.’) 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for 
prolonged periods will not cause sodium accumulation or edema, even in 
cardiovascular cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. ANOTHER FINE PRODUCT OF BRISTOL -MYERS 


Bristol-Myers ‘Company, 19 West 50 Street, New York 20, N.Y. 
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CONSTIPATION 


DOXINATE i, DANTHRON (Doxan) 


— the original dioctyl sodium sulfosuccinate fecal softener combined 
with danthron, the non-irritating, non-habit forming laxative — 


Comprehensive control of constipation with Doxan... 


* Prevents fecal dehydration and gently stimulates the lower colon 
in functional constipation 


* Synergistically provides, with a subclinical dosage, peristaltic ac- 
tion on a soft, “normal” intestinal content rather than on the 
hardened mass typical of constipation 


ith * Results in soft stools gently stimulated to evacuation . . . and 
restores normal bowel habits 
| 5 Doxinate with Danthron (Doxan) is supplied as brown, 
capsule-shaped tablets containing 60 mg. dioctyl 
sodium sulfosuccinate and 50 mg. 1, 8-dihydroxyan- 
acks thraquinone. 
ic anti- Usual adult dose: One or two capsule tablets at bed- 
valived time. Bottles of 30 and 100. 
izec 
3 to 10 When fecal softening alone is indicated — 
Doxinate 240 mg.—provides optimal once-a-day 
age for dosage for maintenance therapy. 
ven In 
ids mag- 
DL-MYERS 
MT Doxinate is a registered trademark of Lloyd Brothers, Inc. 
ysician LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


Helpful 


I wish to express my gratitude in 
receiving your journal during the 
past two years as resident at the 
Grant Hospital in Chicago. As a 
foreign graduate, I found your jour- 
nal extremely helpful and informa- 
tive. Your publication has been 
deeply appreciated and I have looked 
forward to all issues since I have 
found it to be without any preju- 
dices. I realize it may be an impo- 
sition, but I would like to continue 
receiving the publication when I 
start practice for myself in Obstet- 
rics and Gynecology in January. 
Thanking you for past considera- 
tions, I remain, 

A. Luciv, M.D. 
Youngstown, Ohio 


Baby Budget 


I recall you ran a piece some time 
last year in which a resident’s wife 
described some clever maneuvers to 
cut the costs of a new baby. If pos- 


26 


nicilli 
tion 


sible, I would appreciate receiving a 
reprint of the article. I am the wife 
of a psychiatric resident at Hillside 
Hospital and expecting a baby in 
the spring. I would certainly like 
to take advantage of the suggestions 
offered by the article in question. 
Thank you very much for your at- 
tention. 

Mrs. Bernard Cohen 
Great Neck, N. Y. 
© Congratulations! Reprint on the 
way. 


Smokers and non-smokers 
In reviewing your paper on smok- 
ing (“Doctors Have Changed Their 
Smoking Habits”), I note there are 
no percentages given concerning 
those who were “smokers” as com- 
pared to those who were “non- 
smokers.” Is it possible that you ¥ 
have such figures? If so, I would 
very much like to have them to sup 
plement my information on the sub- 
—Continued on pate 32 
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new purified injectable penicillin- 
, NEUTRAPEN, aborts penicillin reac- 
ns. Current therapy —antihistamines, 
TH or steroids—treats effects. 
UTRAPEN counteracts the cause by 


offering a new concept of treatment 
d the promise of safer penicillin 
rapy.- 

nicillin levels at zero 4 to 7 days’? The 


ion of NEUTRAPEN is specific, rapid 
d long-lasting. Its effect in inactivat- 
g circulating penicillin has been 
own to occur within an hour after 
jection, and to continue for four to 
en days.'’? 


ighly effective”*> Neurraren effected 
ompt and complete clearing of reac- 
pns in 45 of 52 cases reported by Zim- 
rman.* When given in the first month, 
he injection of NEUTRAPEN usually 
ared the reaction in 12 to 96 hours. 
cker*’* noted complete clearing of 
icaria and angioedema within 24 to 
hours in 42 of his 46 patients. The 
bsence of relapses was termed “a major 
nical achievement....”* Minno and 
avis® reported complete clearing in all 
cases studied and were “...impressed 
th the prompt relief of itching which 
as noted in nearly every case....” 


ll tolerated'-” On the basis of phar- 
acologic studies, Chen and his co- 
orkers* found NEUTRAPEN to be 
..Virtually nontoxic, even at dose 


eiving a 
the wife 
Hillside 
baby in 
nly like 
gestions 
juestion. 
your at: 


d Cohen 
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rs els several hundred times the mini- 
yn smok- effective dose.” Clinically, 
od Their FeUTRAPEN has been shown to be well 
lerated when used intramuscularly.* 
neerning ) be lifesaving In the immediate type 
anaphylactic reactions, NEUTRAPEN 
be ould not have time to be effective, but 
e may be lifesaving in those which oc- 
that you @r in an hour or several hours after 
I would Biection of penicillin.** In such cases, 
+ tome ker states, NEUTRAPEN “...may be 
Pai treat benefit, and may be given intra- 
nously as well as intramuscularly. 
pale 32 rapid inactivation of the offending 
igen followed by supportive therapy 
© itis felt that many or all of these 
1ysich 


tients could be salvaged. For this 


utralizing the penicillin itself, there- - 


reason, and from these studies, penicil- 
linase [NEuTRAPEN] should be kept on 
hand in every doctor’s office or hospital 
where penicillin is administered.”* 


indications Therapeutic: NeuTRAPEN is indi- 
cated in all cases of penicillin reaction ex- 
cept the immediate type of anaphylactic 
reaction. 


Prophylactic: When drugs and vaccines 
(notably poliomyelitis vaccine) which con- 
tain small amounts of penicillin are given, 
it is recommended that Neutraren be 
administered concurrently to patients 
(1) who are known to be sensitive to pen- 
icillin, and (2) who have a history of 
allergy. 

Differential Diagnosis: In summarizing his 
experiences with NEUTRAPEN, Zimmerman 
suggests that its “...response may be con- 
sidered a useful tool in the differential diag- 
nosis of eruptions where penicillin is only 
one of several possible inciting allergens.”* 


dosage and administration Neutraren, 800,000 
units I. M., injected as soon as possible 
after symptoms of penicillin reaction ap- 
pear. If necessary, dosage may be repeated 
at 3-day to 4-day intervals. In anaphylactic 
reactions 800,000 units should be given 
intravenously as soon as possible and im- 
mediately followed by 800,000 units intra- 
muscularly. 


contraindications and side effects No specific 
contraindications. Some soreness at the 
site of injection, which may be accompa- 
nied by erythema and local edema, may be 
noted in some patients, but it is transient 
and not serious. The intravenous use of 
penicillinase has been reported to cause 
chills and fever in some cases. 


supplied Neutrapen is supplied in single- 
dose vials containing 800,000 units of puri- 
fied injectable penicillinase as lyophilized 
powder. It is stable at room temperature 
in the dry state. 


references: (1) Becker, R. M.: New England J. Med. 
254:952, 1956. (2) Chen, J. ¥ P; Bard, J. W, and 
Balsito, A. A.: Antibiotics Symposium, Oct. 3, 1957. 
In press. (3) Zimmerman, M. C.: Antibiotics Sympo- 
sium, Oct. 3, 1957. In press. (4) Becker, R. M.: 106th 
Ann. Meet., A.M.A., New York, N. Y., June 5, 1957. 
(5) Becker, R. M.: Antibiotics Symposium, Oct. 3, 
1957. In press. (6) Minno, A. M., and Davis, G. M.: 
J.A.M.A, 165 :222, 1957. (7) Davis, G. M.: Discussion, 
Antibiotics Symposium, Oct 3, 1957. 
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PHARMACEUTICALS, INC. * PATENTS PENDING. 
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ject of smoking and cancer. I am 
also interested in these percentages 
by age groups. 

William McVeigh, M.D. 
Ann Arbor, Michigan 
© Figures requested are tabulated 
below: 


SURVEY NUMBER | 
RESIDENT PHYSICIANS 
NON-SMOKERS : 
As a % of RP survey group — 45.77%, 
SMOKERS 
As a % of RP survey group = 54.23% 
owe 
(each 
group = 100%) 
69.78%, 
34.51 
39.13 
42.86 
0.0 
over 0.0 


eli R 

in survey) 

55.44%, 
39.03 


SURVEY NUMBER Ii 
GENERAL PRACTITIONERS 
NON-SMOKERS 
As a % of GP survey group = 32.21% 
SMOKERS 
As a %, of GP survey group = 67.79% 


Age 
Group 


20-29 
30-39 
40-49 
50-59 49.40 
60-69 47.62 
70 & over 0.0 


Missed Article 


group — 100%) 
91.67% 
75.22 
74.19 


I follow each issue of your pub- 


lication with much interest. I have 
watched for: any articles that per- 


ping his office. Has there been suc 
an article that I have missed? If 
could I obtain a reprint, as now 
exists in our library. Thank you fi 
your trouble. 

N. B. Livingston, Jr., MI 
Ohio State University 
Columbus, Ohio 


¢ Published in RP — January 19 
Reprint on the way. 


Licensure List 

As a foreign graduate of Pari 
University in 1928, I am intereste 
in your publication of licensure ré 
quirements for foreign trained phys 
cians and would be most grateful t 
get a complete listing when it } 
ready . . . Could you furnish me 
copy of the requirements for t 
State of Connecticut? 

S. T. Yuen, M.D 

Boston State Hospital 
Boston, Mass. 


© A copy of the May ’57 issue co 
taining the requirements for t 
State of Connecticut is on the wa) 
For complete listing, see answer t 
letter below. 


I am a resident physician at th 
Holzer Hospital in Gallipolis, Ohio 
and have received the book ResivE% 
Puysician in which there is an 4 
ticle entitled “Licensure for Foreig 
Graduates.” If at all possible, 
would like to receive all past issue 
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‘coup who were 
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in survey) 
3.11% 
on 29.27 
40.16 
21.50 a 
5.44 
‘ 52 
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Feb 


EASY TO UNWIND 


Just pull gently... and new 
Curity adhesive unwinds easily. 
Clear to the end of the roll. No waste. 


EASY T0 APPLY 


Won't tangle when you handle it, 
because new Curity adhesive has proper 
body. And it sticks and stays stuck... 

until you take it off. 


EASY TO REMOVE 


Comes off clean, leaving no sticky 
mass. It’s kind to skin. You can’t put 
a less irritating adhesive 

on a patient. 


ADHESIVE 


BAUER & BLACK ) | 


Division of The Kendall Company 
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—Concluded from page 32 


of these articles. If I cannot get 
the articles separately, then I would 
like to receive the books in which 
these articles appear. Please advise 
me if this can be done. 

Conrad Bodenstedt. M.D. 
The Holzer Clinic 
Gallipolis, Ohio 


© Sorry, our supply of back issues of 
RESIDENT PHysICIAN is exhausted. 
However, “Licensure for Foreign 
Graduates” will probably be com- 
bined into a single article (in tabu- 
lar form) in the very near future. As 
a resident physician you will auto- 
matically receive this issue of our 
journal. 


Names and Ethics 
... You have Welsh. Sure you 
don’t mean Welch? 


R. O. Lemoyne, M.D. 
Jacksonville, Florida 


Welch by any other name is not 
so sweet. ... 
T. Davis, M.D. 
Rochester, N. Y. 


¢ Pardon our typo. We were refer- 
ring to Dr. William H. Welch, of 


course. Our thanks to the many 


other sharp-eyed readers who spotted 
the error. 


Galen Really Said . . . 

. .. In referring to Galen’s writ- 
ings, you have him comparing him. 
self to Trojan the road builder of 
the Roman Empire (RP January 
1958). Actually, the last Trojan to 
hit Italy was by legend, one Aeneas. 
He came by ship and didn’t do a 
damn thing for the Roman anti- 
depression highway program. Tra- 
jan, the emperor, is the boy you 
want! 

Name withheld at the 
request of the writer 


¢ A horse on us and a pox on our 
proofreaders. It seems that even the 
fame of emperors is fleeting. 


Indirect Help 

Recently, I passed successfully 
the examination before the Illinois 
State Board and I want to thank 
you for your indirect help and en- 
couragement. As many other resi- 
dents, I found your “Mediquiz” see- 
tion very useful—I read every issue 
from cover to cover. 

Thanks again. 

Jose J. Liinas, M.D. 

State Hospital 
Westboro, Mass. 
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Medical Ethics and Etiquette 


The subject of medical ethics and etiquette has 
seriously stirred the English-speaking profession for 
ee more than one hundred and fifty years. To be sure, 
Illinois Hippocrates and other physicians of Antiquity, the 
thank Middle Ages, and the Renaissance have dealt seriously 
ind en- with the question of medical ethics and etiquette. This 
or resi- is well evidenced by the administration of the Hippo- 
iz” sec- cratic Oath to graduating students in many medical 
y issue schools over the centuries. (I often wonder why the 
Oath should not be administered on entrance to medi- 
cal school.) 

However, it was not until the end of the Eighteenth 
Century that a squabble among the doctors in a hos- 
pital in Manchester, England, brought about a pene- 
trating review and formulation of ethics and etiquette 
in medicine, and then a treatise on the subject by the 
thinker and physician, James Percival, whose dis- 
sertation remains the foundation material for all dis- 
cussions of this subject, even to this day. Chauncey 
Leake has written pungently and excellently on this 


M.D. 
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topic in his book, “Percival’s Medical Ethics,” which 
should be read by all physicians. 

One of the criticisms of the “Principles of Medical 
Ethics” of the American Medical Association is that 
it does not distinguish between ethics and etiquette. 
Ethics is currently defined as “the science of moral 
duty, broadly, the science of ideal human character” 
or, “moral principles, quality or practice.” In other 
words, medical ethics has to do with the relations 
between the doctor and his patient, and the doctor 
and the public (State). 

Etiquette is defined as, “the forms required by good 
breeding, social conventions, or prescribed by author- 
ity to be observed in social or official life; the rules 
of decorum.” It is obvious from this definition that 
medical etiquette is concerned with the relations of 
doctors, one to another, and of doctors to individuals 
in the auxiliary medical professions, and members of 
other learned professions; in other words, the con- 
ventions and rules which should govern the practice 
of medicine. 

While it may be argued by cynics that, as the 
physician is faced daily with making decisions as to 
whether to act ideally in the interests of humanity, 
i.e., his patients, or in his own practical interest as a 
hedonist, I believe it can be said that evidence derived 
from the past hundred years indicates that physicians 
as a group act as idealists. 

The use by physicians of every proven and accepta- 
ble agent for the prevention or cure of disease, and 
the constant and increasing search to add to these 
agents, shows beyond doubt that in our group-thinking 
we do not shun the thought of a world free from ill- 
ness. One can well ask of the cynic: “Are any other 
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professions dedicated to the achievement of such a 
goal?” 

The first code of ethics adopted by a legally con- 
stituted medical group in this country was adopted 
by the Medical Society of the State of New York in 
1823, which was followed in this respect by the 
Medico-Chirurgical Society of Baltimore in 1832. The 
latter society gave ample credit to Percival; the former 
not much. In both instances the codes of ethics 
adopted were wholly similar, if not identical, with 
Percival’s. However, in the organizational meetings 
of the American Medical Association in 1846, the 
question of ethics and etiquette in the practice of medi- 
cine loomed large, and a committee appointed to con- 
sider the matter brought in a report, in which its 
debt to Percival was fully acknowledged, entitled 
“Principles of Medical Ethics;” it was adopted by the 
Association in the annual meeting in 1848. 

Since that time, circumstances have developed which 
made it necessary to reconsider the original “Princi- 
ples,” and over the last hundred years the House of 
Delegates, working with the Judicial Council of the 
Association, have given much thought to, and have 
made a certain number of revisions in, the “Princi- 
ples.” As a new revision was approved at the annuai 
meeting in 1957, your editor thought it might be of 
interest to our readers to present the “Principles,” 
section by section, with comment on each section. The 
first of this series of articles appeared in the January 
issue of RESIDENT PHYSICIAN. 


Fong, 
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It was as true . . . as turnips is. 
It was as true . . . as taxes is. 
And nothing's truer than them. 


“David Copperfield"—DICKENS 


What About 


Your Income Tax ? 


A tax expert shows you how a knowledge of basic 
tax rules and technics can save you dollars. 


Joseph J. Berger, C.P.A. 


Tue stereotype of the physician in past years has been 
that of a man sophisticated in almost all facets of life but 
seriously lacking in business acumen. 

Today, however, the physician is no longer regarded as a 
man innocent of financial affairs. 

The plain fact is: He just can’t afford to be. 

What with taxes taking such a heavy toll, tight money, 
inability to establish a retirement fund, forced contribution 
of productive time to clinic work, and the normal demands 
of family expansion, the doctor must exercise greater 
perspicuity in the budgeting and handling of his practice 
income and accumulated wealth. 

In the light of the present tax burden placed upon the 
doctor and his desire for preservation of his practice income 
and estate, the MD, of necessity, must acquire a working 
knowledge of tax matters and legitimate tax savings devices. 
The average practitioner finds his tax problems more 
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complex each year. This may be 
attributed not only to changes in 
tax legislation but also to his ever 
increasing estate. His 
with taxes, however, was not ac- 
quired overnight; on the contrary, 
it developed out of the challenge 
each new problem presented during 
his many years in medicine. 


Starting point 


There is a logical starting point 
for the practitioner regarding the 
acquisition of tax know-how. He 
should begin to make his inquiries 
during the period of his internship 
and residency, the period in his life 
in which many of the readers of 
this article are now situated. To 
better acquaint the young house 
staff MD, therefore, this article is 
devoted to some basic tax rules and 
technics that should be considered 
in the tax planning of the salaried 
resident and intern. 


Sources 


Sometime before February 1, your 
employer, whatever hospital it may 
be, will have given you a form W2. 
This form will disclose your total 
salary for the preceding year and 
also the amount of income tax with- 
held from your salary, if any. You 
will need this information for the 
preparation of your income tax re- 
turn should it be necessary for you 
to file one. To your salary you must 
add taxable income from _ other 
sources such as interest on savings, 
dividends, ete. 
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e If the total of your gross tax- 
able income, including your salary, 
is $600 or more, you must file a tax 
return. 

e If such income is less than $600, 
you need not file a return—but if 
you wish to reclaim tax already with- 
held from your salary, if any, you 
must file. 

e If you are married and your 
earnings are less than $600 but the 
earnings of your wife exceed $600, 
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you should file a joint return* with 
your wife, combining the individual 
incomes irrespective of whether or 
not any income taxes were withheld. 


Exemptions 

Every individual is entitled to a 
$600 exemption for himself and an 
additional $600 for each qualifying 
dependent. A qualifying dependent 
may be generally defined as an indi- 
vidual who: 

e Has received more than half his 
support from the taxpayer. 

@ Is related either by blood or mar- 
riage to the taxpayer whether or not 
residing in the home of the taxpayer; 
or, is not related to the taxpayer but 
used the taxpayer’s home as his 
principal place of abode and was a 
member of the taxpayer’s household. 
e Has gross income of less than 
$600 unless he or she is the tax- 
payer’s child under 19 years of age 
or a student. 

e@ If married, has not filed a joint 
return with his or her spouse. 

A popular misconception that 
many taxpayers share is that excess 
credits for exemptions may be car- 
ried forward to subsequent years. 
The economics of present day re- 
muneration to the intern or resident 
is such that the amount of salary 
represents nominal worth rather 
than true value. As you know, it is 
not unusual for an intern or resident 
to be married with possibly two 
children. He is entitled to $2400 in 
exemptions which, according to the 

- average stipend, is in excess of his 


probable earnings from the hospital. 
This excess cannot be used as an 
additional deduction in the following 
year. For all intents and purposes, 
the benefits of these unused deduct- 
ible dollars are lost to the taxpayer 
and his family. 


Personal expenses 


The taxpayer is entitled to deduct 
from his income many personal ex- 
penses he may have incurred during 
the year. These expenses include 
contributions to qualified organiza- 
tions, interest, some taxes, medical 
and dental expenses, casualty losses. 
thefts, and unreimbursed expenses 
paid by the resident or intern for 
the direct benefit of the hospital. 

There are certain limitations to 
several of the previosuly mentioned 
expenses. In general, the deduction 
for payments to charitable organi- 
zations may not exceed 20%, of the 
taxpayer’s gross income.** 


Medical, dental 


In general, medical and dental ex- 


* A joint return is a declaration of 
the husband and wife setting forth their 
combined income, expenses, and exemp- 
tions. The graduated tax rates are lower 
and generally afford savings through the 
“split income” provisions extended to 
married taxpayers filing a joint return. 

** Where there are contributions to 
churches, tax exempt educational insti- 
tutions or hospitals, or certain medical 
research organizations, the deduction 
may increase to 30%. 
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societies are deductible expenses. 

Disbursements to various govern- 
mental bodies for licensing are also 
deductible as are premiums for mal- 
practice insurance. 

The resident in his last year at 
the hospital may become very much 
aware of his need to entertain in 
order to establish worthwhile con- 
tacts. He knows the importance of 
this time in his career when he is 
about to be completely dependent 
upon his neighbors, friends, and 
other members of his profession for 
referrals. They are the backbone, 
the strength upon which he can 
draw, in order to sustain himselt 
during what may be a trying period 
in the years immediately ahead. This 
strength is an asset, acquired most 
times, through investment in planned 
and semi-planned entertainment. 

It can be costly, especially to the 
resident who has exhausted all his 
reserve funds. Yet, the average phy- 
sician will admit it to be a necessary 
adjunct to good medicine in order 
to get the winning combination for 
a successful practice. 

If the taxpayer can show that these 
expenditures bear some direct or 
indirect relationship to the acquisi- 
tion of patients, present or future, 


A Certified Public Accountant licensed by the 
State of New York, the author is a graduate in 
business administration from Pace College, New 
York City. A medical practice consultant for 
many years, he has had more than ten years of 
accounting experience and is presently an asso- 


ciate member of the Medical Business Bureau of New York City. 
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he may deduct the entertaining costs 
as a legitimate expense. 


Books, equipment 


Another expense applicable to all 
interns and residents—your medical 
library. May you deduct a portion 
of your cost, known as depreciation, 
on your tax return? Yes, but it 
isn’t wise; although a deduction for 
depreciation of a medical library 
can be taken during the period of 
internship or residency, the tax 
benefits to be derived would be 
relatively small compared to those 
realized if the expense were de- 
ferred to a later period and the de- 
duction taken while you are in a 
higher tax bracket. 

This rule of thumb would apply 
as well to any medical equipment 
acquired during the period of intern- 
ship or residency if the value of the 
equipment is relatively stable, such 
as with an EKG. 

The individual must decide which 


is more important to him, an imme. 
diate saving of a low bracket tax or 
a deferred saving in a high bracket. 


Car depreciation 

Now, what about the depreciation 
on an automobile? This expens 
cannot be availed of by the resident 
or intern because you use your 
automobile almost exclusively to 
travel between home and _ hospital 
rather than using the automobile for 
the benefit of the hospital. The In- 
ternal Revenue Code specifically 
states that no automobile expenses 
may be deducted for “travel to and 
from work.” 

The beginning practitioner, how- 
ever, may reflect the full benefits of 
this expense on his tax return. In 
such an instance, the physician 
should start deducting depreciation 
immediately. 

This principle can be emphasized 
by an analysis of the distinction in 
classification between the automo- 
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bile and all other capital assets of 
the doctor. The most significant dif- 
ference is the relatively fast rate of 
obsolescence inherent in the use and 
ownership of a car. (Other applic- 
able assets will probably carry a 
useful life three or four times that 
of the automobile.) 

Illustrative of the above is the 
following: Dr. Brown, during his 
first year in practice, purchased an 
automobile (with some assistance 
from his wife and parents) at a 
cost of $2800. The estimated useful 
life was four years; at the end of 
this time, it was further estimated, 
the automobile would have a salvage 
value of $400. The balance of $2400, 
when depreciated by Dr. Brown, ap- 
portioned an expense of $600 to 
each of the four years. Dr. Brown 
acquired the maximum benefits from 
the depreciation of his automobile. 

Another physician, Dr. Smith, pur- 
chased the identical model at the 
same time and cost. However, Dr. 


February 1958, Vol. 4, No. 2 


Smith reasoned that since he hadn’t 
really made any money during the 
first year of his practice, he would 
not waste the depreciation expense 
on his first year tax return but would 
save it until the following year when 
he could spread the depreciable 
amount over three years instead of 
four. He reasoned further that from 
this treatment of the expense, he 
would reap additional benefits when 
in a higher tax bracket. 


Straight line 


Unfortunately, Dr. Smith is in for 
a shocking disappointment. His 
reasoning, with respect to asset 
valuations, did not conform to tax 
law or theory. 

The automobile, although costing 
$2800 a year ago, is now worth only 
$2000. The salvage value remains 
the same but now, for tax purposes, 
the useful life of the car has shrunk 
to three years. After subtracting the 
salvage value of $400, the total de- 
preciable amount is only $1600 
spread over a three-year period. 

Here you have a typical example 
of how a taxpayer lost a deductible 
amount of $800. 
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One further word regarding depre- 
ciation. Although numerous methods 
of calculating depreciation exist, the 
method best suited to long range 
tax savings for the beginning prac- 
titioner is the method known as 
“straight-line.” The basis of depre- 
ciation in this method is to divide 
the depreciable value of the asset 
evenly over the useful life of the 
property—as was illustrated in the 


car-depreciation examples. 
Board and lodging 


An area applicable to most sal- 
aried residents and interns is in re- 
gard to board and lodging. The 
value of meals or lodging furnished 
an intern or resident for “the con- 
venience of the hospital” is not tax- 
able income, whether or not the 
meals and lodging are provided as 
a part of compensation. With regard 
to meals, where the nature of the 
position requires that the employee 
reside on the hospital premises, the 
value of the meals is not taxable 
income. 

With regard to lodging, the value 
thereof, may be excluded from tax- 
able income only if the employee 
must accept the lodging on the hos- 
pital’s premises as a condition of his 
employment. 

In a situation where the resident 
or intern must pay for his meals, he 
may be guided by the following rule: 
an employee, unless the expense is 
incurred under a reimbursement or 
similar expense arrangement, gen- 
erally may deduct the cost of his 


Heavy Scrutiny 


The Internal Revenue Service is 
well aware of the fact that a por- 
tion of the professional business 
income of physicians and surgeons 
is reflected in the flow of monies 
on a “cash basis.” 

Recognizing the inherent defici- 
encies of this method, from a con- 
trol standpoint, the tax department 
earmarks MDs’ tax returns for extra 
heavy scrutiny, frequent audits, and 
rigid specifications for norms and 
estimated expenses. 

Physicians are advised to con- 
sider this fact in their record-keep- 
ing and reporting of income and 
expenses. 


meals as an expense if he can show 
that the expenditure is required by 
his employment agreement or is in- 
cident to the performance of his 
duties. 


Standard deduction 


The tax regulations provide for 
many allowable personal deductions, 
the most comon of which have been 
mentioned in this article. The In- 
ternal Revenue Code further permits 
an overall deduction of 10% of the 
adjusted gross income, in lieu o/ dll 
other personal expenses, with a ceil- 
ing of $1000. This option is ex 
tended to all taxpayers whether sal- 
aried or self-employed, and is re- 
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ferred to as the “standard deduc- 
tion.” 
it becomes apparent, therefore, 


turn, it is necessary to compile a list 
of all allowable personal deductions 
excluding the personal exemptions. 
If the total of these allowable ex- 
penses exceeds the lower of $1000 or 
10% of your adjusted gross income, 
you should itemize these expenses on 
your return. If the “standard de- 
duction” of 10% should exceed your 
list of deductible expenses, the elec- 
tion of this optional method will 
save you dollars. 

It will be noted that reference has 
heen made to personal expenses. 
This reference is made for purposes 
of distinguishing the nature of the 
expense from business 


expenses. 
Both such expenses are deductible 
but in the instance where the tax- 
payer may wish to exercise his option 
to use the “standard deduction,” he 
may also claim deductions for his 
husiness expenditures. The exercise 
of his option merely waives the tax- 
payer's right to deduct individual 
personal expenses. 

Application of the above general 
principles to a specific set of facts 
will aid your understanding of the 
use of the “standard deduction.” 

Dr. Nokoff, a resident physician, 
analyzed some of his expenditures 
for the year as follows: 


Interest on automobile loan $ 70 
(partment rent 1,000 
Orthodontia for daughter 150 
\utomobile expenses 300 
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Contribution—Amer. Cancer 


that before preparing your tax re- ~ 


Committee 25 
Malpractice insurance 175 
State and city taxes 60 
Apartment telephone, elec- 

tric, etc. 200 
Insurance on household 

effects 100 
Interest on loan for house- 

hold furnishings 30 
Blue Cross 60 
Medical journals 40 


The extraneous items referring to 
non-tax matters may be omitted. 
They are: 


Apartment rent $1,000 
Automobile expenses 300 
Apartment telephone, elec- 

tric, ete. 200 
Insurance on household 

effects 100 


The balance of expenditures are 
deductible personal expenses and 
are listed below: 

Interest on automobile loan $ 70 


Orthodontia for daughter 150 

Contribution—Amer. Cancer 
Committee 25 
Malpractice insurance 175 
State and city taxes 60 

Interest on loan for household 
furnishings 30 
Blue Cross 60 
Medical journals 40 
610 


W2 forms of the doctor and his 
wife showed combined income from 
salaries of $6000. For purposes of 
simplification in presenting the ex- 
ample, depreciation of the doctor’s 
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medical library has not been con- 
sidered. 

Although we may prematurely ac- 
cept his permissible deductions to 
amount to $610, as listed, we must 
first adjust his allowable medical 
expenses to reflect only that portion 
exceeding 3% of the combined gross 
income. The downward adjustment 
of expenses would amount to $180 
(3% x $6000). Total deductible 
expenses now amount to $430 ($610 
minus $180). 

However, it should be noted that 
through the exercise of his option 
to use the 10% “standard deduc- 
tion,” the doctor may obtain a 
greater benefit since the total de- 
duction for personal expenses would 
amount to $600 ($6000 x 10%). 

The above was presented, basic- 
ally, to illustrate the use of the 
“standard deduction.” More than the 
original intent has been accomp- 
lished however, for even with a 
simple set of facts, it has been 
shown to the reader that complex 
variations may invade even the most 
rudimentary problems. 

The most successful means of 
preserving a physician’s assets and 
estate, is to effectively control and 
minimize the expenditures for taxes. 
The government extends to the in- 
dividual many avenues for tax 
savings. Take advantage of these 
routes. Familiarize yourself with 
basic tax legislation and trends, for 
such knowledge may save you many 
dollars. 

And lastly, analogous to the advice 
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you would give your own patient 
do not apply the suggested prescrip 
tions of other physicians. Each doc 
tor’s tax problems are different an¢ 


individual. If in doubt regarding a} 


tax matter, consult your accountant: 


if he is not available, inquire of the} 


Internal Revenue Service. 


Stipends 


In a recent ruling by the Internal 
Revenue Board, stipends paid to 
interns and residents were held to 
be taxable compensation. (Rev. Rul. 
57-386, I.R.B. 1957-35, 10.) 

In part, the ruling states: “The 
training hospital has on its staff 
interns and resident doctors who 
receive stipends from the hospital. 


It is stated that modern medical edu- f 


cation requires training beyond that 
provided by four years at a medical 
college. This additional medical edu- 
cation is provided by supervised gen- 
eral experience and training in hos- 
pitals. Such training is obtained by 
service of an internship. If on com- 
pletion, the doctor desires to spe- 
cialize in a particular field of medi- 
cine, it is necessary to serve a ‘resi- 
dency’ under qualified supervision. 

“The interns and resident doctors 
are appointed periodically and re- 
ceive stipends from the hospital and 
some receive room and board. In 
the course of and as part of their 
training, all assist in the care of 
patients at the hospital. 

“Section 1.117-4 (c) of the Income 
Tax Regulations provides, in part. 
that if any amount paid or allowed 
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to or on behalf of an individual, to 
enable him to pursue studies or re: 
search, represents compensation for 
past, present, or future employment 
services, or represents either pay- 
ment for services which are subject 
to the direction or supervision of the 
grantor or research primarily for 
the benefit of the grantor, such pay- 
ments or allowances shall not be con- 
sidered as amounts received as a 
scholarship or a fellowship grant for 
the purpose of section 117 of the 
Code. 

“The interns and residents in the 


instant case are primarily perform- 
ing services for the hospital as phy- 
sicians, even though, in the process, 
they are acquiring training and ex- 
perience in their particular special- 
ties. The stipends received under 
such circumstances represent com- 
pensation for services and do not 
constitute scholarships or fellow- 
ship grants within the meaning of 
section 117 of the Internal Revenue 
Code of 1954. Accordingly, such 
compensation is includible in gross 
income under section 61 (a) of the 


Code.” 


| 
Dr. Tom O’Mania 
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Jarvis Gould, M.D. 


Of the many factors constituting the basis for a good 
medical graduate training program, one of the most 
important in the development of a young physician 
through internship and residency is the opportunity to 
assume responsibility. Of course, there are other factors 
important to the graduate training program: the compe- 
tence of the staff, their interest in the professional de- 
velopment of interns and residents, a well-rounded pro- 
gram with available clinical material encompassing all 
of the medical specialties, and the necessary supporting 
services involved in the care of the patient. Comfortable, 
pleasant surroundings in which to work add to the enjoy- 
ment of the experience and to the relative contentment 
of employees and staff. 

After many years of scholarly work amassing a great 
fund of knowledge in theory and practice, at the begin- 
ning of an internship it becomes important, through 
responsibility coupled with adequate supervision, to put 
this knowledge to work and to gain confidence in one’s 
ability to handle properly many different medical prob- 
lems. This confidence can only be gained by independent 
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thought and action and by being 
allowed to reach diagnostic conclu- 
sions and to initiate therapy accord- 
ingly, knowing that quiet supervision 
will prevent serious errors. Without 
real responsibility for patient care, 
an intern or resident is usually not 
inclined to think profoundly of the 
JARVIS GOULD, M.D, Problems that face him. 
Assistant Medical Making the intern directly respon- 
egon sible for the care of all patients and 

Medical School prohibiting the supervisory staff, 
Hospitals and Clinics Whether attending or resident, from 

writing orders directly for patient 
care is an important feature in organizing a good intern- 
ship teaching service. This, in a way, prevents the super- 
vising staff from inserting themselves between the intern 
and patient and in any way disrupting the doctor-patient 
relationship wherein the patient holds the intern respon- 
sible for his care. This also promotes the free discussion 
of therapeutic and diagnostic principles between the in- 
tern and his superiors. Here it might be pointed out 
that the ready acceptance and competent discharge of 
responsibility by the house officer is an excellent measure 
of his ability. 

The resident physicians become truly consultants to 
the intern staff and as such the growth of the resident 
physicians is assured because they must supervise, in- 
struct and search for the answers to the problems 
that are presented to them. As residents progress in 
their period of training, they should be allowed increasing 
increments of responsibility until by the time they are 
in their final year of training there is scarcely anything 
in the common practice of their specialty they have not 
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done themselves or are not capable of doing. When they 
have finished a training program with such gradually 
increasing responsibility, they are confident of their 
abilities and aware of their limitations. Such a status 
will put them in an excellent position to give conscien- 
tiously the best possible care to their future patients 
with the knowledge of what they may safely do and the 
ability to recognize when it is necessary to seek appro- 
priate consultation. 


Tuition Free Conference on Edema 


Residents and interns have been invited to attend, tuition free, 
a special three-day postgraduate conference, “Edema—Its 
Pathogenesis and Management,” to be held March 13-15 at 
the University of Colorado Medical Center, Denver, Colorado. 

Said to be “of particular value” to those residents preparing 
for their boards, the Edema Conference will be devoted to 
basic considerations and clinical applications of kidney func- 
tion, edema, and diuresis, with special emphasis on treatment. 

Participating with members of the Colorado faculty will 
be S. Howard Armstrong, Jr., Professor of Medicine, University 
of Illinois; Russell R. deAlvarez, Professor of Obstetrics and 
Gynecology, University of Washington; John H. Moyer, Pro- 
fessor of Medicine, Hahnemann; George C. Schreiner, Asst. 
Professor of Medicine and Director of Renal Laboratory, 
Georgetown University Medical Center, and Arnold V. Wolf, 
Chief of Renal Section, Department of Cardiorespiratory 
Diseases, Walter Reed Army Medical Center. 

Further information and a detailed program may be ob- 
tained from the Office of Postgraduate Medical Education, 
University of Colorado Medical Center, 4200 East Ninth 
Avenue, Denver 20, Colorado. 
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Clinico-Pathological 


Conference 


This was the third Multnomah 
County Hospital (MCH) admission 
of a 72-year-old white male. Born in 
Yugoslavia, he had worked as a 
machinist and a coal miner. 

First MCH Admission—F ebruary, 
1955: Incision and drainage of peri- 
urethral abscess. At this time, a his- 
tory of chronic productive cough 
since 1925 was obtained. Sputum 
usually white, occasionally blood- 
streaked. He had noted moderate 
dyspnea on exertion for 6-8 months. 
Chest x-ray findings were abnormal. 
A small, hard left supraclavicular 
node was biopsied and exhibited 
anthracosis. Indirect laryngoscopy 
revealed a fixed left vocal cord, and 
bronchoscopy revealed hyperemia 
and edema of all bronchial radicles. 
A presumptive diagnosis of bronchi- 
ectasis was made and the patient 
was discharged. 
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Second MCH Admission—October 
3, 1956: Patient re-admitted with 
complaints of increasing dyspnea 
which was more marked in the pre- 
ceding 3 months. He had noted a 
weight loss of 15 pounds during the 
past year, but denied night sweats 
or fever. He denied edema, orthop- 
nea, palpitation, and chest pain. 
Cough was unchanged; claimed 
hoarseness had its onset in 1935. 

PE: BP 160/100; P 100 regular; 
R 22; T 98.4°. 

EENT: Hoarse voice, no neck 
vein distension. 

Chest: Hyperresonant with weak 
vesicular breath tones. Sibilant and 
sonorous rales heard bilaterally. Di- 
minished breath sounds, tactile fre- 
mitus, and resonance at both poste- 
rior bases. 

Heart: Not enlarged; no mur- 
murs; normal sinus rhythm. 


Conference Participants 


Morton J. Goodman, M.D., Assist- 
ant Clinical Professor of Medi- 
cine 

Charles T. Dotter, M.D., Professor 
and Chairman, Department of 
Radiology 

I. C. Brill, M.D., Associate Clinical 
Professor of Medicine 

Daniel H. Labby, M.D., Associate 
Professor of Medicine; Director, 
Division of Diabetes and Meta- 
bolism 

Donald M. Pitcairn, M.D., Assistant 
Professor of Medicine 

Nelson R. Niles, M.D., Assistant 
Professor of Pathology. The CPC 
was prepared by Dr. Niles. 


Abdomen: Bilateral inguinal her- 
nias, reducible. No masses, fluid, or 
tenderness noted. 

Prostate: Enlarged firm left lobe. 

Extremities: No edema. 

Neurological: No abnormalities. 

Despite a venous pressure of 9 
em of saline, the circulation time 
(decholin, 20 sec) (soduxin, 15 sec) 
was prolonged. A gallop rhythm was 
noted on exercise and the patient 
was digitalized. The following day, 
1400 cc of clear amber fluid was 
removed from the right pleural cav- 
ity. The patient responded well and 
became less dyspneic. A_ urologic 
consultant felt that the patient had 
ureteral obstruction, but the patient 
refused diagnostic procedures and 


was discharged 10/17/56. 

Third and Final MCH Admission 
—October 25, 1956: Patient re- 
admitted with increasing dyspnea. 
Recurrent right pleural effusion 
noted and right thoracentesis yielded 
750 cc of clear amber fluid. There- 
after, little fluid could be obtained. 
On 11/1/56 a routine EKG revealed 
changes indicating acute antero- 
septal infarction. Blood chemistries 
were compatible with renal acidosis. 
On 11/4/56 patient suddenly be- 
came unresponsive. A small amount 
of dark red blood was passed per 
rectum and 200 cc of bright red 
blood was aspirated from the stom- 
ach. Before blood was available, the 
patient expired. 


Laboratory 
Hematology: 
Hgb. 11.6-9.8 
WBC normal 
ESR 3/51-10/53 
Urine: 
Sp. Gr. 1.010 


WBC +to+++ 

RBC occ. to + + 

Protein ++ to +++ 
Pleural Fluid: 


Protein — 20 gms/L 
Cells — 123/cu.mm. 
Lymph — 100% 


Sputum, urine, pleural fluid for 

AFB — negative on culture. 
Serology: positive (treated 1935) 
Serum 11/1/56: 


Na — 129 meq/L 
K —4.7 meq/L 
Cl — 110 meq/L 
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— 15 meq/L 


48 — 45 mg.% 
Total Protein 6.3 gms.%; albu~ 
min 4.8 gms.%; globulin 1.5 gms. 
Acid phos.—3 units. 


Radiology 

Chest: 2/11/55 — Increased hilar 
density with fine markings radiating 
to periphery. 

10/3/56—Lung fields as previous- 
ly noted; slight increase in heart 
siz2; right pleural effusion. 

10/9/56—Peripheral radiolucency 
right mid-lung field. Possible right 
lower lobe pneumonitis. 

10/29/56—Clearing of right pleu- 
ral effusion. No radiolucency noted. 

Barium Enema: Normal. 

IVP: Insufficient visualization. 

Retrograde Pyelography: Normal 
collecting system. 


Anthracosis 

Dr. Morton J. Goodman: This 72- 
year-old man was admitted to the 
hospital for drainage of a periure- 
thral abscess in February, 1955. He 
died 21 months later with cardiac 
and pulmonary insufficiency and an 
upper gastrointestinal hemorrhage. 

He was suffering from several 
maladies which converged on him 
and finally overwhelmed him. He 
was a coal miner and obviously had 
anthracosis. The node which was 


removed was loaded with coal dust. 
The radiologist reported diffuse fine 
markings throughout the lungs which 
were compatible with anthracosis. I 


do not believe he had much sili- 
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cosis. 


Anthracosis is now considered to 
be a specific disease and not a sili- 
cosis variant. The lesions are quite 
different. In anthracosis, coal dust 
is deposited around the terminal 
bronchioles, and produces an in- 
flammatory reaction with patches of 
focal emphysema. These are often 
small but in aggregate, they can 
produce the clinical picture of ex- 
tensive obstructive emphysema. In 
such cases, the pulmonary fibrosis 
and emphysema may show very lit- 
tle on the x-ray even though severe 
clinical disability is present. The 
diseased areas are masked by layers 
of normal lung. This is not the case 
in silicosis, where the reverse is 
often true: extensive nodular and 
fibrotic changes may be present 
with very few or no symptoms. 

The absence of extensive pleural 
fibrosis speaks against silicosis. This 
patient apparently had a free pleural 
space in which he was able to ac- 
cumulate large amounts of fluid. 


Pulmonary heart disease 


In addition to pulmonary insuffi- 
ciency, he had a failing heart. Chronic 
pulmonary heart disease was in all 
probability present though we see 
no clear support in the electrocar- 
diogram. Right ventricular hyper- 
trophy, however, can be present with 
no electrocardiographic evidence, 
especially if left ventricular hyper- 
trophy or associated left ventricular 
failure is present. We are told that 
shortly before death, the tracing 
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showed evidence of a fresh anterior 
wall infarction. 

Could we see the electrocardio- 
grams at this point? Dr. Brill, would 
you like to comment on the tracing? 

Dr. I. C. Brill: When I read the 
protocol I felt reasonably sure of 
the presence of cor pulmonale. How- 
ever, when I looked at the electro- 
cardiogram I was disappointed. 

There was nothing in the tracing 
to suggest right ventricular hyper- 
trophy: the R-waves were low over 
the right precordium and tall over 
the left; there were no S-waves in 
V; or V,; the T-waves were upright 
in the right precordial leads and 
inverted in the left. These findings 
are the reverse of what might be 
expected in cor pulmonale. 

In general, the changes in the 
electrocardiogram are indicative of 
diffuse myocardial damage such as 
is seen in generalized chronic oc- 
clusive coronary atherosclerosis. 
There are also some changes indica- 
tive of acute myocardial injury; I 
refer to the marked elevation of the 
S-T segments in V, and V4 which 
are characteristic of acute antero- 
septal infarction. The changes, there- 
fore, are those of acute myocardial 
injury superimposed on old chronic 
myocardial disease due to ischemia 
and probable multiple small healed 
infarctions. 

Dr. Charles T. Dotter: Does your 
interpretation imply that cor pul- 
monale may be excluded from con- 
sideration? 

Dr. Brill: No. Electrocardiographic 


changes characteristic of cor pul- f port 
monale afford a high probability— fF} coaio 
better than 90 percent — that right Th 
ventricular hypertrophy exists. How- Pjare i 
ever, the reverse is not true: the [jconsi 
absence of electrocardiographic evi- J) nopat 
dence of right ventricular hyper- fj conio: 
trophy does not exclude the exist- }jserval 
ence of this lesion. i patier 

Dr. Daniel H. Labby: Is there had— 
anything you can think of offhand 
that might mask cor pulmonale in [called 
the presence of acute coronary oc- [fa G.L. 
clusion? in thi 

Dr. Brill: Changes due to infare- ffyear i 
tion per se do not necessarily ob- 


scure the electrocardiographic signs fjas ca 
of cor pulmonale. However, dilata- of the 
tion and hypertrophy of the left In 
ventricle which are frequently asso- Fjreveal 
ciated with coronary disease and —Mdensit 
acute myocardial infarction may so Mung 
balance the electromotive forces as [isents 
to mask the evidence of cor pul- —igresse 
monale. cident 


Dr. Goodman: May we see the Mileft cl 


x-rays now, Dr. Dotter? 


Retre 


Chest films Bef 

Dr. Dotter: Our interest in this JJeeat | 
patient centers primarily on the Mhat ; 
chest films. Done almost two years Jfand | 


ago, x-ray examination of the chest [Bpyelo; 
reveals rather voluminous lung fields Jiprecec 
with flattened, depressed diaphrag- c: 


ritis 
here 
yelor 
The 
act, 


matic domes. The lungs show mul- 
tiple, generally-distributed, nodular- 
appearing, increased densities which 
seemed to be more prominent cen: 
trally. The build-up of total density 
toward the hilar regions would sup- 
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port the diagnosis of a pneumo- 
coniosis such as silicosis. 
The hilar shadows, themselves, 


are increased in density and size 
jconsistent with hilar lymphade- 
nopathy like that seen in pneumo- 


coniosis. Unsupported by serial ob- 
servations or knowledge that the 


j patient had been a miner—which he 
jhad—these findings could be prop- 


erly regarded as suspicious of so- 
called ‘lymphangitic’ metastases from 
a G.I. tract carcinoma. Nevertheless, 
in this case, we’ve got almost a two- 
year interval observation period and 
that virtually excludes malignancy 
as cause of the diffuse nodularity 
of the lungs. 

In addition, early and later films 
reveal areas of fibrotic- appearing 
densities in the left upper and mid- 
lung fields. Probably this repre- 
sents an area of incompletely re- 
gressed pneumonia. There is, in- 
cidentally, an old fracture of the 
left clavicle. 


Retrograde pyelogram 


Before going on to the more re- 
eat chest films, I might mention 
hat a barium enema was normal 
and comment on the retrograde 
pyelogram done during the month 
preceding death. In discussion about 
this case, the question of pyeloneph- 
ritis has been raised—I don’t think 
here is any radiological evidence of 
yelonephritis. 

The intravenous urogram shows 
liminished function; as a matter of 
act, it’s almost impossible to point 
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to contrast agent in the collecting 
systems. The retrograde, however, 
shows pretty normal calyceal archi- 


‘tecture. Admittedly, it is possible 


to have pyelonephritis without radio- 
logical changes, but the relatively 
normal renal architecture on this 
retrograde study argues against the 
existence of long-standing chronic 
pyelonephritis. 

The left ureter is unusually tor- 
tuous and a loop of it is projected 
apparently out of the confines of 
the pelvis. I have no explanation 
for this. 

To return to the chest films: By 
the time the patient came in, about 
a month before death, bilateral 
pleural effusion had developed — 
more marked on the right side. 
There was, apparently, considerable 
reduction in the volume of the right 
lung, probably as a result of the 
accumulated fluid. It is difficult to 
be certain, but there has probably 
been interval increase in the size of 
the heart. 

Subsequent films show reduction 
in the total amount of fluid, but con- 
tinue to show exaggeration of cen- 
tral pulmonary markings. It’s im- 
possible to exclude a number of 
diagnoses such as bronchogenic car- 
cinoma or pulmonary granuloma- 
toses such as Boeck’s sarcoid or Weg- 
ener’s granulomatosis. 

In summary, then, I believe the 
chest films support a diagnosis of 
chronic pneumoconiosis superim- 
posed on pulmonary emphysema and 
chronic or recurrent pulmonary in- 
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flammatory disease. At the time of 
admission, the pleural effusion and 
increased heart size signify the pres- 
ence of heart failure, presumably 
due to cor pulmonale. 


Pieural fluid 


Dr. Goodman: The pleural fluid 
had rather unusual features. One 
would have anticipated a simple 
transudate associated with conges- 
tive heart failure, but we are told 
that the protein content was 20 
grams per liter, and I have just been 
told that the fluid clotted sponta- 
neously. Twenty grams is high for 
a simple transudate due to heart 
failure. However, if transudates are 
present for some time, water may 
be reabsorbed more rapidly than 
solids with the result that the pro- 
tein content is increased, and even- 
tually approaches that of an inflam- 
matory exudate. 

Spontaneous coagulation, due to 
the presence of fibrinogen, likewise 
suggested the presence of an exu- 
date rather than transudate. He may 
have had both. If so, I can’t explain 
the low cell count. 

I saw this patient on the ward 
and also in the chest clini¢. All 
observers were concerned with the 
possibility of neoplasia. I recall that 
alveolar cell carcinoma, bronchus 
carcinoma, or a widespread lym- 
phangitic type of metastatic carci- 
noma, were suggested. The clinical 
course and laboratory evidence of 
extension from prostatic cancer was 
lacking. Tuberculosis seemed satis- 


factorily ruled out. 
There was little to support ihe 
presence of some more unusual lefinaiur 
sions such as Hamman-Rich syn§)The 
drome, Wegener’s granulomatosis} js jo | 
and so forth. He did have an ob B diac 
structive uropathy, showed someflure w 
bladder trabeculation, and probablyf{The p 
had chronic pyelonephritis. Thisffgests 
would seem the most likely explana-f} The 
tion of the renal failure and thefdifficu 
blood chemical changes of acidosis.fider al 
Other comments 
vated 

He had syphilis which I am toldffwhich 
had been adequately treated in 1935.8 Abdor 
at least by the accepted therapeutic{¥ful m 
standards of that era. I think this®lyated 
infection played no role whatever infiwith 1 
his terminal illness. The serologyfithe a! 
was still positive which is not neces fipressu 


perfor 
arc 


sarily a sign of treatment failureM The 
The positive serological reactionfMfrom 1 
may remain for life in spite of ade-Mhave | 
quate treatment. The paralyzed vocalfMpossib 
cord in a patient with syphilis wouldfwas 
immediately suggest to older clini-Mnothin 


cians the presence of syphilitic Myarice 
mediastinitis or aortic aneurysm. Mesoph: 
There is no evidence of either here. In ; 
I do not know why his left vocal Mftient 
cord was fixed. It apparently had 
accounted for hoarseness for at leas! 
30 years. 

I would like to comment briefly o 
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a few other points presented in theMinfare 
protocol. He is said to have had fo ure 
normal venous pressure reading, andr chr 


ailure 
thas 


Dr. 


prolonged arm-to-lung and arm-to 
tongue circulation times. These sim 
ple bedside procedures carefull 
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performed and properly interpreted 
ar’ helpful in understanding the 


jnaiure of circulatory disturbances. 


The normal venous pressure is 
dificult to interpret. One might won- 
der about the accuracy of the read- 
ing. Venous pressure is always ele- 
vated in right-sided heart failure — 
which I am sure this patient had. 
Abdominal compression is a _help- 
ful maneuver in demonstrating ele- 
vated venous pressure. In patients 
with right heart failure, pressing on 
the abdomen will raise the venous 
pressure 20 cm or more. 

The terminal episode of bleeding 
from the stomach or duodenum must 
have been due to peptic ulceration, 
possibly of a stress nature. There 
as no antecedent ulcer history, 
othing to suggest the presence of 
arices or other lesions in the 
sophagus. 

In summary, I feel that this pa- 
ient had anthracosis with pulmo- 
nary fibrosis and chronic bronchial 
nfection; chronic pulmonary heart 
lisease; coronary artery disease with 
oronary thrombosis and myocardial 
nfarction; obstructive uropathy due 
0 urethral obstruction, and subacute 
t chronic pyelonephritis with renal 
ailure; peptic ulceration with hem- 


Dr. Daniel H. Labby: Dr. Pit- 
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cairn, would you give us the results 
of your meeting with the senior 
class? 


Discussion summary 


Dr. Donald M. Pitcairn: We had 
a lively discussion and a number of 
interesting possibilities were raised. 
I think that the general pattern of 
our discussion followed pretty much 
that of Dr. Goodman’s. 

Because of limited time for dis- 
cussion this morning I think we can 
only highlight some of the problems 
and summarize the general feeling 
of the class. 

There were certain difficulties, I 
think, in this protocol. First of all, 
it was a little difficult for us to 
reconcile the physical findings in 
the chest and the implication, I 
think, that this man had obstructive 
pulmonary disease, with the CO, 
combining power of 15 meq. With 
any degree of obstructive disease 
one would not expect to see a lower- 
ing of the CO, combining power but 
an elevation. The class resolved this 
discrepancy by a majority conclu- 
sion that the subject did not have 
obstructive disease. 

The question of whether this man 
was in failure was raised, of course, 
and there was no unanimity of opin- 
ion about this point. Approximately 
half the class felt that he did have 
congestive failure, and that this 
represented failure predominantly 
of the right heart, i.e., cor pulmo- 
nale. 

We had a little difficulty with the 
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Fig. | View of opened left ventricle showing extensive old anterior septal infarct. 


circulation time, but I think: one 
has to remember that the circulation 
time is not equatable solely with 
velocity of blood flow; this meas- 
urement reflects both velocity of 
blood flow and compartment volume 
or ‘pool size.’ Neither of these two 
factors can be separated by meaning 
in this measurement of circulation 
time. A prolonged arm-to-tongue 
time and a normal arm-to-lung time 
are inconsistent. I think that the 
class all felt that he had coronary 
artery disease and a recent myo- 
cardial infarction. 

The nature of his renal disease 
presented a problem. The class was 
unanimous in feeling that he had 
chronic renal disease. Most of the 
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class felt that this was pyelonephri-f 
tis in all probability; in other words, 
we could not account for this being 
simply glomerulonephritis because 
of the persistent pyuria both in 
voided specimens and on specimens 
obtained at ureteral catheterization 
from right and left pelves of the 
kidney. A few thought that this rep- 
resented a chronic glomerulonephri- 
tis; several raised the question of 
tuberculous disease of the kidneys. 

The class was unanimous in feel-; 
ing that the terminal episode of 
bleeding represented a stress ulcer 
or agonal bleeding from the gastric 
mucosa. 

It was the apparent feeling of the 
house staff that he was in failure, 
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since he received digitalis, but only 


on his last admission did he receive 
diuretics. At no time in his hos- 
diet. We could not reconcile these 
therapeutic inconsistencies. 

As for the nature of the chronic 
pulmonary disease, most of the class 
felt that this was essentially fibrotic 
in character; something in the order 
of anthracosis or silicosis; a small 
percentage felt that this was ob- 
structive disease in the sense of ob- 
structive emphysema. Approximate- 
ly 10 percent of the class felt that 
there was a pulmonary neoplasm. 
about 5 percent thought that there 
was chronic pulmonary suppurative 
disease such as bronchiectasis. 

We considered the possibilities of 
}.« pulmonary embolism or extension 
of a myocardial infarction as the 
j ultimate cause of death. Only 10 
percent of the class felt that death 
was due to exsanguination. 


Pathology 
Dr. Nelson R. Niles: 1 think the 


cause of death was exsanguination; 
this fresh clot was found in the 
stomach — amounting to more than 
750 cc —and the small and large 
bowel had likewise a large amount. 
The lesion accounting for it in the 
stomach wall is rather poorly de- 
fined with slight thickening of the 
wall, and its nature isn’t quite clear 
on a purely gross examination. 
Microscopically there is an ero- 
sion of the mucosa from this area 
and many dilated blood vessels are 


February 1958, Vol. 4, No. 2 


pitalization did he receive a low salt’ 


present near the surface, some in- 
volved by the necrosis and a very 
good site for bleeding. This is what 
we might call an acute ‘stress’ ulcer; 
it is not a neoplasm. But in con- 
trast to most benign ulcers, stress 
or otherwise, this looks more like 
an inflammatory rather than a purely 
ulcerative lesion. I don’t know if 
there is any significant difference, 
however. 

The heart shows a rather large, 
old infarct in the interventricular 
septum and extending for a short 
distance onto the anterior wall of the 
left ventricle (Figure 1). Many 
areas were examined throughout 
here for the possibility of any acute 
or recent lesion; I was unable to 
find one. 

Various special stains reveal noth- 
ing in the way of any acute necrosis 
or degeneration of the cardiac mus- 
cle. Perhaps it is too early for us 
to be able to tell; usually it takes 
18 or 24 hours to pick up histo- 
logically any sign of acute myocar- 
dial infarction and necrosis. Various 
histochemical stains and enzymatic 
studies are continually under inves- 
tigation and some of them bring 
this margin of time down further 
but none of them will bring it down 
to the minute. 

Similarly, I was able to find no 
recent coronary lesion at all, and I 
must conclude that this infarct has 
been there for some time. Whether 
or not there is an additional recent 
lesion, it has not made itself ap- 
parent. So I think one should not 
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but no fibrosis. (100X) Fig. 3 (Below) Photomicrograph of the lung showing anthracosis 


and fibrosis, the latter due to silicosis. ( 100X) 
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* Fig. 2 (Above) Photomicrograph of the lymph node biopsy showing anthracosi of 
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say on looking at an electrocardio- 
gram that this is an acute or an old 
infarct; he can only say that this 
is an infarct. There is a big area 
of electronegativity, and when it first 
occurred I cannot say. 

He had slight hypertrophy and 
dilatation of the right ventricular 
wall consistent with early cor pul- 
monale. 

Another lesion of importance in 
this patient is the renal one. I call 
this a glomerulonephritis, and it has 
a somewhat varying histologic pic- 
ture. Here we see a hypercellularity 
of the glomerulus and nothing else 
abnormal. But the walls of the capil- 
laries are all rather fine and fairly 
distinct. As we go through the set 
of photographs, they become pro- 
gressively fragmented, blurred, and 
scarred. In an intermediate stage of 
the same process are these areas of 
thrombosis and necrosis, with focal 
accumulations of granulocytes and 
destruction of the capillary walls. 
This affords a good clinical explana- 
tion for the findings on microscopic 
examination of the urine. Here is 
an old scarred glomerulus. There- 
fore, this process is both acute and 
chronic — perhaps a little more on 
the acute side. 

The aorta showed a good deal of 
arteriosclerosis and a small saccular 
aneurysm in the abdominal portion, 
which is of no immediate signifi- 
cance here. There are also a num- 
ber of areas of anthracotic pigmen- 


rracosis 
nracosis 


> tation in nodes along the course of 
the aorta. The liver and the spleen 
Physician February 1958, Vol. 4, No. 2 


showed a great deal of anthracosis. 
These organs are really, in the fresh 
state and fixed as well, a definne 
bluish color. On microscopic ex- 
amination this is coal dust. 

Here is a photomicrograph that 
might be taken from the liver or 
the spleen for the amount of anthra- 
cotic material that is present; it 
did happen to be from the supra- 
clavicular lymph node that was 
biopsied (Figure 2). 

Again we have a lot of anthraco- 
sis outside the lungs. By polarized 
light no doubly refractile material 
is seen in the tissue; therefore, this 
is not silicosis. 

Both lungs are very anthracotic; 
also they show a lot of emphysema 
with numerous blebs. The same 
gritty texture is apparent through- 
out the entire pulmonary parenchy- 
ma; this is a diffuse process with 
a little nodularity in it. Anthracotic 
pigment is visible even on the mu- 
cosal surface of the right mainstem 
bronchus, and would have been 
worth noting at bronchoscopy. In 
the lung itself is a great deal of 
pigment with some increase in con- 
nective tissue and thickening of the 
walls of many of the vessels; I felt 
there was a great deal of oblitera- 
tive arteritis, a good cause for cor 
pulmonale. 

This pulmonary process is fibrous, 
and, as such, is typical of silicosis 
(Figure 3). Silicotic material is 


easily demonstrated here by polar- 
The diagnosis then is 
Pul- 


ized light. 
pulmonary anthracosilicosis. 


| * 
} 
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monary effusion — 1800 cc — was 
present on the right side at the time 
of autopsy and I believe this to be 
the result of heart failure. 

I think this diagnosis can be made 
clinically because of the large amount 
of anthracotic material outside the 
lungs. If coal dust is to be found 
in a supraclavicular lymph node, in 
the liver, or in any other organ out- 
side the thoracic cavity, it must in- 
dicate some degree of mediastinal 
lymphatic obstruction. And when 
the history is as long as this, with 
20 years of recurrent nerve paraly- 
sis, in a miner, the diagnosis is 
almost necessarily silicosis. 


Anatomic Dtacnosis: Marked 


pulmonary anthracosilicosis with 
emphysema. Localized acute super- 


ficial gastritis with acute massive 
hemorrhage into stomach and small 
and large bowel: 

Right pleural effusion (1800 cc) 

Subacute glomerulonephritis 

Marked coronary arteriosclerosis 
with old occlusion of left anterior 
descending branch and old myocar- 
dial infarction of interventricular 
septum 

Marked generalized arteriosclero- 
sis with saccular aneurysm of lower 
abdominal aorta 

Generalized arteriolar 
systemic and pulmonary 

Marked anthracosis of cervical, 
thoracic and adbominal lymph nodes, 
liver and spleen. 

Dr. Brill: Dr. Niles, your finding 
of an old extensive antero-septal in- 
farct without evidence of an acute 


sclerosis, 


or recent lesion merits additional 
comment with reference to the elec- 
trocardiogram. Marked elevation of 
S-T segments as in this case is 
usually indicative of acute injury. 
However, occasionally such changes 
may be associated with an old in- 
farction, especially when aneurys- 
mal dilatation of the scar is present. 
The only way an acute muscle in- 
jury can be diagnosed with certainty 
is when rapid evolutionary changes 
can be demonstrated by serial trac- 
ings. The electrocardiographic pat- 
tern of ventricular aneurysm remains 
fixed and permanent; that of acute 
myocardial infarction undergoes 
rapid daily changes. 

Dr. Labby: Dr. Niles, do you have 
any explanation of how the anthra- 
cotic pigment gets below the dia- 
phragm? 

Dr. Niles: 1 think it must be ab- 
sorbed through the lungs and into 
the lymphatic pathways but cannot 
be deposited in these nodes that are 
fibrotic and must be diverted to sites 
other than the normally expected 
drainage areas. 

Dr. Labby: I think there has been 
a little bit of confusion in the way 
the data was presented this morn- 
ing in regard to what happens to the 
circulation time. In a patient who 
has congestive heart failure on the 
basis of arteriosclerotic heart dis- 
ease and possibly cor pulmonale. 
the question might be asked what 
will happen to circulation time if 
anemia is also present? After all, 
cor pulmonale, arteriosclerotic heart 
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disease and congestive heart failure 
may tend to slow the circulation 
time. Can such a heart respond with 
a high output imposed by the ane- 
mia, Dr. Pitcairn? 


Circulation time 
Dr. Pitcairn: The so-called high 


output failure of anemia, I think, 
has been demonstrated to occur only 
when the hemoglobin approaches 
about 7 grams. As to whether a 
heart which is in failure because of 
myocardial disease and insufficiency 
can respond with an increased out- 
put to anemia, I cannot answer with 
any certainty since there are so 


Great Lever 


many variables which have to be 
considered and there is insufficient 
time for this in this exercise. 

I have serious reservations about 
the utility of the circulation time as 
it is applied clinically. Too fre- 
quently we accept it if it ‘fits’ our 
clinical impressions, and reject it as 
a faulty test if it does not square 
with the other clinical information 
that we have obtained. 

I have no objection to its use if it 
is recognized that it is measuring 
two variables—velocity of blood flow 
and compartment volume — neither 
of which is separable in the clinical 
application of this test. 


The main cause of this unparalleled progress in 
physiology, pathology, medicine and surgery has been 
the fruitful application of the experimental method 
of research, just the same method which has been 
the great lever of all scientific advance in modern 


times. 


—WILLIAM H. WELCH, M.D. 


(“Argument against Antivivisection Bill” 
— U.S. Senate, February, 1900) 
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eT The building was erected 
with funds provided out of the pri- 
vate purses of the faculty. It was a 
small affair, and though hardly equal 
to the demands of even a small class, 
it answered its purpose for a year 
or two, when an addition was built 
for increased attendance . . .” 


Thus did a Portland newspaper 
describe the embryonic University 
of Oregon Medical School some ten 
years after it was granted its charter 


by the Board of Regents of the 


University of Oregon. 

In the fall of 1887, instruction be- 
gan in. this frame building of two 
rooms just 28 years after the State 
of Oregon had been admitted to the 
Union. With expanding educational. 
service and research programs, the 
University of Oregon Medical School 
moved in 1919 from its downtown 
Portland site to its present 108-acre 
location in beautiful Sam Jackson 
Park. On a tree-clad campus whicli 
overlooked the City of Roses and 
beyond to the snowcapped Cascade 
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one of a series from leading hespital centers 


A new 14-story teaching hospital combines 
with county and other affiliated hospitals to 


offer 28 interns and 68 residents, . broad 
of clinical experience in 17 
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Hospitals and Clinics 


mountain range, the institution had 
“breathing room” and was offered 
the opportunity for almost unlimited 
expansion. And although the early 
history of the institution was not 
without its successes, its greatest 
period of growth has come in more 
recent years. 

In 1942, a young and forward- 
looking dean—the fourth in the 
School’s history—was appointed as 
chief administrative officer of the 
University of Oregon Medical 
School, Hospitals and Clinics. Ad- 
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mirably equipped for the task, Dr. 
David W. E. Baird brought to the 
institution a background as an in- 
ternist in private medical practice, 
and years of experience as hospital 
administrator, teacher and medical 
investigator. From the outset he 
and other administrators observed 
that if the Medical School was to 
keep abreast and surpass others in 
the nation, a number of things 
would have to be achieved. 

First, the institution needed a 
full-time clinical faculty, and with 
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this faculty would come a need for 
additional finances for medical re- 
search. 

The institution’s buildings, though 
substantial, were not particularly 
well-equipped nor designed for the 
rapid advances taking place in med- 
ical education and patient care. Ex- 
pansion and renovation would have 
to take place. 

And of tremendous importance 
was the need for a teaching hospital 
where educational and research pro- 
grams could be integrated with serv- 
ices to patients. 


Faculty 


Through outstanding leadership 
and the availability of state funds 
since the close of World War II, the 
University of Oregon Medical School 
today stands at the pinnacle of its 
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70-year history. The institution now 
has 80 full- and part-time faculty 
members in its basic and clinical 
sciences. 

Assisting the full-time faculty are 
more than 400 volunteer clinical fac- 
ulty members from the Portland 
area who through the years have 
been the backbone of the _ institu- 
tion’s instructional and service pro- 
grams. 

The Medical School’s income from 
gifts and grants—chiefly dedicated 
for some 90 separate research pro- 
jects—amounts to more than $1 mil- 
lion annually. 


University Hospital 


Dotting the U.O.M.S. campus are 
14 buildings, valued at more than $20 
million. And among them, rising from 
a steep canyon at the heart of the 
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iversity of Oregon Medical School 
d hospitals shown in aerial view with 
« 14-story teaching hospital in center. 


Below is another view of teaching hos- 
pital (right) with enclosed bridge to 
medical science buildings at left. 


campus, is the new 14-story Uni- 
versity of Oregon Medical School 
Hospital. Long a dream of faculty 


- and administrators alike, this teach- 


ing hospital became a reality in 
1956 when it opened its doors for 
patient care. Included in the strue- 
ture’s 272 beds are 128 beds for 
medical and surgical patients, 31 
beds for psychiatric care and 113 
beds for pediatrics. 

On the occasion of the hospital’s 
dedication, the president of the Ore- 
gon Board of Higher Education 
summed up the purpose of the build- 
ing, and the philosophy which has 
been the guiding principle through- 
out the School’s distinguished his- 
tory: 

“With the completion of this new 
hospital, the Medical School will 
now be able to extend its clinical 
facilities to the entire state. For the 
first time the profession as a whole 
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The changing scene—a histology class picture taken in 1918 when 
the Oregon Medical School was located in downtown Portland. 


will be able to refer to this great 
medical center their patients who 
have special problems or require 
services not available at other places. 
Here to the great group of medical 
experts who make up the teaching 
staff may be referred, by his attend- 
ing physician, any patient, rich or 
poor, who needs this service, the only 
condition governing being that his 
examination and treatment shall be 
of value in teaching the art and 
science of medicine and that pay- 
ment for such service shall be in 
accordance with the economic means 
of the patient. 

“This presents a wonderful oppor- 
tunity for every doctor in the state 
to make his contribution to medical 
education by cooperating with the 
hospital and referring those cases 
needed for teaching purposes. Thus, 
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through student education, through 
graduate and postgraduate work. 
through research and service ren- 
dered through the hospital, all of 
the citizens of the state will be 
benefitted equally.” 


Multnomah 


But the new teaching hospital is 
only a part of the over-all campus 
expansion which has taken _ place 
since 1919. That year saw the con- 
struction of the School’s first build- 
ing in its new location, the Medical 
Science building. With later addi- 
tions, it has been modernized and 
houses student classrooms, labora- 
tories and research facilities. Next 
came the erection of the 310-bed 
Multnomah Hospital which meets 
the medical needs of indigent county 
patients in the Portland area. A new 
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PG courses draw doctors from the Northwest, Canada and Alaska 
to Oregon's 600-seat auditorium. Lectures and CPUs are also held here. 


wing was added to the building in 
1950. 

The former Doernbecher Memorial 
Hospital for Children, built in 1926, 
has provided excellent care for sick 
and disabled children; a completely 
new 113-bed Doernbecher Hospital 
(pediatrics) is now housed on the 
two top floors of the teaching hos- 
pital, and the old building has been 
modernized and made a part of the 
institution’s outpatient clinic, added 
to the campus facilities in 1931. The 
clinic is open to patients statewide 
who are financially unable to obtain 
medical care elsewhere. 


Library 


The year 1939 saw the completion 
of two new construction projects: 
The 80-bed University State Tuber- 
culosis Hospital admitted its first 
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patient that year (with its out- 
patient clinic, it is one of three state- 
operated tuberculosis hospitals in 
Oregon), and a beautiful Medical 
School Library and Auditorium 
building at the west end of the 
campus. 

The library quickly became the 
center of reading for medical stu- 
dents, faculty members, nurses and 
Portland physicians, and presently 
serves as a central loan library for 
doctors throughout the Pacific North- 
west. The library contains more than 
60,000 bound volumes and receives 
nearly 1,100 periodicals monthly. 
With its handsome study and con- 
ference rooms, and with the 600-seat 
auditorium adjacent to it, the build- 
ing provides excellent facilities for 
lectures, scientific meetings and semi- 
nars. 
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Boy, whirlpool bath and Mickey Mouse comics. Crippled 
Children's Division charts road to recovery for clinic patients. 


VA facility 


Located near the geographic cen- 
ter of the campus is the. Laboratory 
and Administration building. Built 
in 1949, it furnishes additional fa- 
cilities for basic science departments 
and the Medical School’s administra- 
tive offices. In order to carry out 
more effectively a statewide program 
for crippled children—a function of 
the Medical School since 1917—an 


administrative building for the Crip 
pled Children’s Division was con 
structed in 1954. 

Two major building projects were 
completed in 1956. One was the 
already mentioned University of 
Oregon Medical School Hospital, 
constructed at a cost of more than 
$6 million; the second was a $2% 
million structure to house the Uni- 
versity of Oregon Dental School. 
The latter, a modern facility for the 
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long-established Dental Schoo! in 
Portland, provides an outstanding 
physical plant for educating future 
dentists. Adjacent to the Medical 
School campus, is the U. S. Veteran’s 
\dministration Hospital of 565 beds. 
It serves as a teaching unit of the 
Medical School. 

Nearly 25 years ago, all of Ore- 
gon’s state-operated institutions of 
higher learning were combined by 
an act of the legislature into a State 
System of Higher Education, oper- 


Cardiac catheterization in the new + g p 
Residents have an opportunity to learn modern techniques. 


ated under a nine-member lay board 
with a chancellor as the chief ex- 
ecutive of the system. Although th 
Medical School, because of its loca: 
tion in a different city than other 
divisions of the University, has ad- 
ministrative and faculty autonomy, 
the academic position of the School 
as an integral part of the University 
of Oregon is established in its char- 
ter and is recognized under the or- 
ganizational plan of the Oregon 
State System of Higher Education. 
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Teaching programs 


Instruction in the Medical School 
includes a standard curriculum for 
undergraduate medical _ students, 
graduate work in the basic sciences, 
and training for interns and resi- 
dents. Enrollment of undergradu- 
ate medical students is about 300. 
An important activity of any medical 
center is postgraduate instruction. 
The University of Oregon Medical 
School is no exception, from 12 to 
15 separate courses in various med- 
ical specialties are offered to physi- 
cians each year, with registration 
tallying close to 600 annually. 

The School also has a curriculum 
in nursing education, including both 
an undergraduate curriculum and 
advanced programs for graduate 


Dr. D. W. Baird, dean of the Medical 
School since 1942. 


Below, Dr. C. N. Holman (left), associate 
dean and medical director, checks blue- 
prints with Dr. R. J. Gould, administrator 
of Multnomah Hospital. 
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nurses. Enrollment in nursing edu- 
cation approaches 300. In addition 
to the programs for doctors and 
nurses, the School offers courses in 
medical technology and x-ray tech- 
nique. Also available are clinical 
afhliations in dietetics and occupa- 
tional therapy. 

Carrying out the many facets of 
education, service and research at 
the institution calls for some 1100 
employees and an operating budget 
each year of approximately $5 mil- 
lion. The bulk of this money comes 
from state appropriations. 

The service load at the University 


Resident in ophthal- 
mology checks young 
patient in Medical 
School's Eye Clinic. 
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of Oregon Medical School Hospitals 
and Clinics can best be illustrated 
through statistics taken from a re- 


. cent report: total patients admitted 


to all hospitals was 8,506; number 
of hospital days amounted to 149,- 
036; and visits to outpatient clinics 
totaled 123,002. During this period 
887 births were recorded; 6.700 
surgical procedures took place; 
5,404 general and regional anesthet- 
ics were given; 3,465 pathological 
examinations were performed; and 
234,016 laboratory and x-ray exam- 
inations were made. 

All residency and internship ap- 


ad 
2 
— 
e 
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Name to Remember 
in 
Cardiovascular 


A N LYS TARTRATE 


(Pentolinium Tartrate) 


Indicated in moderately severe, severe, 
and uncomplicated malignant hyperten- 
sion. The action of ANSOLYSEN is potent, 

reliable, and prolonged. It lowers blood 
pressure, relieves symptoms, offers min- 
imal by-effects. 


PURODIGIN® 


(Crystalline Digitoxin) 


Indicated in congestive heart failure. 
Puropicin achieves and maintains digi- 
talization with the smallest oral dose of 

all cardioactive glycosides. It offers high 
potency, complete absorption, steady 
maintenance, uniform action. 


THIOMERIN*® sovium 


(Mercaptomerin Sodium) 


Indicated for diuretic therapy. THIOMERIN 
produces significantly effective, smooth, 
and persistent fluid loss. It is well toler- 
ated when given subcutaneously and, of 
all organomercurial diuretics, is least 
irritant. 


W YAMINE? sucrate 


INJECTION 
(Mephentermine Sulfate) 


Indicated in acute hypotensive states 
not associated with hemorrhage. Injec- 
tion Wyamine is an effective and pre- 
lictable pressor agent. It may be used 


Mravenously or intramuscularly for 
Wijeth 


® 
Philadelphia 1, Pa. 


\ % | 
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Residents ex- 
change views at 
modern nursing 
station in U of 
O's new hospital. 


pointments at U. O. M. S. are made 
through the medical director. Appli- 
cations must be accompanied -by rec- 
ommendations from 1) the dean of 
the applicant’s medical school, and 
2) from the administrative head or 
chief of staff of the hospital in which 
the internship was served, if the ap- 
plication is for a residency. The 
institution maintains rotating intern- 
ships of 12 months duration. Twenty- 
eight interns are appointed each 
year. 


Training 


All patients in the hospitals and 
clinics at the University of Oregon 
Medical School are house cases and 
are under the personal.care of the 
intern who is responsible to the resi- 
dent on the service. Each resident 
is under the supervision of the at- 
tending staff composed of full-time 
and volunteer faculty members. 

The resident’s responsibility is 
gradually incrgased as he progresses 
through his residency, and before 
his training is completed, he assumes 


the full responsibilities expected of 
a practitioner in the particular spe- 
cialty. Interns and residents rotate 
through both the Medical School 
Hospital and the Multnomah Hos- 
pital—receiving experience in both 
institutions. The staffs in each of 
these hospitals are restricted to Med- 
ical School faculty members. 

In a certain number of residencies. 
the resident will spend a portion of 
his time in affiliated institutions. For 
instance, residents in orthopedic 
surgery will have a year’s service in 
the affiliated Shriner’s Hospital for 
Crippled Children in Portland. In 
other services, residents may rotate 
for a period of time through the 
U. S. Veterans Administration Hos- 
pital, the Emanuel Hospital and the 
Good Samaritan Hospital, all located 
in Portland. 


Living quarters 


Interns and residents at the Uni- 
versity of Oregon Medical School 
may live off the campus when off 
duty. However, every house officer 
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OREGON RESIDENCY PROGRAMS 


RESIDENTS TOTAL 
IN FIRST RESIDENTS PROGRAM 
SERVICE CHIEF YEAR IN TRAINING IN YEARS 


Anatomical Pathology . Warren C. Hunter 3 
Anesthesiology . Frederick P. Haugen 3 
Dermatology-Syphilology . Thomas B. Fitzpatrick 1 
Clinical Pathology . Raymond D. Grondahl | 
Experimental Medicine . Edwin E. Osgood 2 
General Surgery . William K. Livingston I 
Internal Medicine . Howard P. Lewis 0 
Neurology . Roy L. Swank 0 
Neurological Surgery . George M. Austin 2 
2 
3 
0 
4 


Obstetrics-Gynecology . Ralph C. Benson 
Ophthalmology . Kenneth C. Swan 
Orthopedic Surgery . William E. Snell 

. Guy L. Boyden 

. Allan J. Hill 

. Charles T. Dotter 
Thoracic Surgery* . William S$. Conklin 
Urology Dr. Clarence V. Hodges 


Prerequisite: 3 years of general surgery 


ANA & 


Note: Some residencies at the UOMS are affiliated with the U. S. Veterans Hos- 
pital, the Shriner’s Hospital for Crippled Children, Good Samaritan Hospital and 
Emanuel Hospital—all located in the city of Portland. 
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MONDAY 

8-10 Staff Ward Rounds 

4- 6 Special Ward Rounds — Problem 
Cases 


TUESDAY 

8- 9 Medical Staff Conference 

9-10 Hematology Ward Rounds 
2 X-Ray Conference 

2- 3 Diabetic Ward Rounds 

3- 4 Neurology Ward Rounds 


WEDNESDAY 

8-10 Staff Ward Rounds 

2. Medical-Surgical Chest Conference 
2- 3. Endocrinology Ward Rounds 


Medical Conferences 


THURSDAY 
8- 9 Medical-Surgical Cardiology Con-fhnonth 
ference he se 
2 X-Ray Conference uring 
2- 3. Renal Ward Rounds Reside 
4- 6 Special Ward Rounds — Problempiyacati 
Cases pointn 
reside 
FRIDAY July ] 
8- 9 Clinico-Pathological Conference The 
9-10 Hematology Ward Rounds by mz 
l- 2 Pathology Conference of the 
3- 4 Neurology Rounds as its 
unlim: 
SATURDAY jon th 


8-10 Staff Ward Rounds 


who is required to be on duty at 
night in any of the institution’s hos- 
pitals is assigned a room which he 
may share with one other doctor. 
Unmarried residents and interns are 
assigned permanent living quarters 
in pleasant rooms in the hospitals. 
They also receive board and laundry. 

All food on campus is cafeteria 
style, prepared attractively by ex- 
pert dieticians, and may be eaten in 
faculty dining rooms adjacent to the 
main cafeteria in either the Medical 
School Hospital or Multnomah Hos- 
pital. Of special interest to the 
house staff is the fact that they may 
bring their wives and children to 
meals without charge on Sundays 
and legal holidays. 


90 


Because the Medical School is lo-} 
cated in a primarily residential area} 


of the city, a number of excellent 
apartments and private homes offer 


housing for married couples and} 
children. 

The Registrar’s office at the Medi- 
cal School maintains up-to-date list- 


ings of these nearby apartments and 


rooms along with any vacancies 


which might occur during the year. 
However, it may be to the resident’: 
advantage and liking to live in an- 
other area of the city or in its sub- 


urbs where housing costs are lower. 
Excellent bus transportation is avail- 
able in and around the Portland 
area. 
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\ monthly stipend of $100 is given 
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he second year and $175 a month 
during subsequent years of service. 
Residents also receive two weeks’ 
vacation each year. Internship ap- 
pointments become effective July 1; 
residency appointments are effective 
July 15. 

The Pacific Northwest is regarded 
by many as the recreational capital 
of the United States with Portland 
as its center. Here may be enjoyed 
unlimited activities: beach-combing 

jon the Oregon coast; salmon and 


trout fishing; skiing on the slopes 
of nearby Mt. Hood; sail boating on 
the Columbia River; and hunting 
either for deer or elk, or for upland 
birds and ducks. All are available 
only a few miles from the city. In 
addition, residents may enjoy all of 
the advantages offered by a large 
metropolitan area with a population 
exceeding three quarters of a mil- 
lion people: movies; stage shows; 
concerts; golf; and a host of others. 
Religious services of the resident’s 
choice may be attended in any of 
Portland’s downtown churches. 

For additional information you 
may write to the chief of the service 
in which you are interested. 


CEUTICAL CO. INC. 
1955 
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Renaissance in 


Otorhinolaryngology 


Many physicians concluded the ENT man was on the 
way out when antibiotics made most mastoidectomies 
unnecessary. They couldn’t have been more mistaken, 
claims the author. The demand for ENT specialists is 
at an all-time high—and the specialty itself has taken 
off in new directions, offering young physicians greater 


challenges than ever before 


66 

\ do you do in ENT these 
days?” 

“T haven’t seen a mastoidectomy 
in years.” 

“Nasal sprays, eardrops, throat 
lozenges and antibiotics—let’s face 
it, you ENT boys have had your 
day.” 

These and similar statements, 
some considerably more uncompli- 
mentary towards otorhinolaryngol- 
ogy, have been made to me ever 
since I decided to enter training in 
ENT. 

As a result, I am sure that the 
great majority of otherwise alert 
physicians have concluded that ENT 


no longer offers that challenge nor 
requires the surgical skill of the 
pre-antibiotic era. This feeling car- 
ries over to the public as well; some- 
how, an ear, nose and throat doctor 
doesn’t seem to have the social im- 
portance or impact of a “heart 
specialist,” or a “brain surgeon.” 

Of course, writing off an entire 
specialty of medicine because of a 
revolutionary discovery in cliemo- 
therapy which has allowed the spe- 
cialty to progress to other equally 
complex problems of prevention and 
cure, can hardly be considered posi- 
tive or even logical thinking. It is as 
if all psychiatrists were suddenly 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 


SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor sites, 

each dressed half with FURACIN gauze, half with petrolatum 
gauze. Use of antibacterial FURACIN Soluble Dressing, 

with its water-soluble base, resulted in more rapid and 
complete epithelialization. No tissue maceration occurred 
in FuRAcIN-treated areas. There was no sensitization. 
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doctor Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 


FURACIN e e e e brand of nitrofurazone 
the broad-range bactericide that is gentle to tissues 


vial im- 

“heart 
rgeon.” 
- entire spread FURACIN Soluble Dressing: FURACIN 0.2% in water- 


a dike soluble ointment-like base of polyethylene glycols. 


chemo- sprinkle FURACIN Soluble Powder: FURACIN 0.2% in pc wder 
he spe base of water-soluble polyethylene glycols. Shaker-top vial. 


equally spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
ion and polyethylene glycols 65%, wetting agent 0.3% and water. 


& EATON LABORATORIES, NORWICH, N.Y. 
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to be considered obsolete because of 
the development of tranquilizers. 

Yet, there is an area of this gen- 
eral deprecation which finds validity, 
not to the ENT specialty, but to the 
individual ENT specialist who has 
permitted his advancing specialty to 
outdistance his own practice. It is 
true, that some of the older ENT 
specialists, having seen the sudden 
decrease in the need for mastoidec- 
tomies, found their remaining inven- 
tory of surgical skills limited to re- 
moving tonsils and performing sub- 
mucous resections. But there are 
also the old timers who became new 
timers, who successfully met the 
opportunities and challenge of their 
changing specialty practice, who had 
the interest, ability and understand- 
ing to learn new concepts and tech- 
niques and pass them on to the 
younger men entering the field. To 
these men, and to young physicians 
making their choice of specialty 
today, otorhinolaryngology is at 
least as interesting and exciting as 
any of the so-called “popular” spe- 
cialties. 

What does the ENT man do today 
and what lies in the immediate future 


About 
The 
Author 


terian Medical 


graduate, Faculty of Medicine, 
Geneva, Geneva, Switzerland (1954). He took a 
rotating internship at Kings County Hospital, 
Brooklyn, New York (1955), and was assistant 
resident in otolaryngology at Columbia-Presby- 
Center (1956). He is now senior resident in 


for his specialty? The fact is, that 
ENT is in its renaissance and the 
demand for competent men in the 
field far exceeds the supply of well- 
trained specialists. Each part of the 
multi-syllabic, tongue-twisting  spe- 
cialty name, oto-rhino-laryngology, 
points to a unit of medical science, 
which though part of the whole, is 
at the same time an individual study 
and practice. 


Otology 


One of the most fascinating and 
complex units of the specialty, 
otology has evolved and adapted 
itself to an ever changing medical 
environment. Much of the progress 
in this field has been because of, not 
in spite of antibiotics. 

Where previously the goal had 
been only to eradicate infection, the 
horizons of temporal bone surgery 
have been extended to maintain and 
even improve the hearing. Also— 
and in answer to those who haven't 
seen a mastoidectomy in years—I 
can assure you that the resident who 
takes his training in a_ hospital 
offering a busy, well-staffed ENT 
service will have performed many 


Born in the United States, the author is a 


University of 


otolaryngology at Veterans Administration Hospital, Bronx, New 


York. 
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__ Sultant bleeding by acting to maintain the integrity of the intercellular a 
—— Bfound substance (cement) of capillary walls. C.V.P. is the original and 
exclusive water-soluble citrus bioflavonoid complex. Readily absorbed and 
C.V.P. is relatively free (due to special processing) of hesperidin, 
> inactive citrus onoids. 
Each capsule or onful (approx, Sec.) syrup provides: 
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indicated mastoidectomies in order 
to be competent in this procedure 
in his private practice. 

Because of modern chemotherapy, 
we have been able to develop and 
perform elective procedures that one 
dared not do for fear of introducing 
or spreading infection. As a result, 
thousands of people throughout the 
world are hearing better without the 
use of hearing aids and other me- 
chanical devices. You are all famil- 
iar with the fenestration operation. 
But even more recently an operation 
called stapes mobilization appears 
to hold a very promising future; 
this still requires further develop- 
ment and perfection of technique. 
In recent years various plastic pro- 
cedures of the middle ear have been 
in the stage of development, both to 
improve hearing and reduce the in- 
cidence of the old “running ear.” 

Since World War II, audiology, a 
corollary of otology, has become 
most significant. Throughout the 
country, speech and hearing clinics 
have sprung up and are steadily 
increasing in number. Hundreds of 
ambitious young men and women in- 
cluding neurologists, pediatricians, 
psychiatrists, psychologists, speech 
and auditory therapists, usually di- 
rected by or under the supervision of 
an otologist, are actively engaged in 
rehabilitating children and adults. 
Many of these children who would 
have grown into deaf mutes will be- 
come self-sufficient, taking their 
place in a normal society. 


Rhinology 


In rhinology too, the ENT man 
must develop and utilize modern 
medicine. Rhinology refers not only 
to the nose per se, but the paranasal 
sinuses and the respiratory system. 
In treating the various allergies of 
the respiratory tract, the otolaryn-f 
gologist must understand .concepts§ 
of allergy, the physiology of the 
corticosteroids, their uses and con- 
traindications; if he is interested 
in nasal reconstruction, new meth- 
ods and instruments are currently 
in the literature. 


Laryngology 

Under laryngology I will take the 
liberty of including head and neck 
surgery and of course the various 
endoscopic procedures. The ENT 
man who wishes to be proficient in 
this type of work must understand 
the principles of cancer surgery, be 
able to perform procedures improved 
upon since World War II, thanks to 
antibiotics (again) and modern 
anesthesiology, such as the com- 
mando operation, radical maxillec- 
tomies, and other operations for pri- 
mary neoplasms of the head and 
neck in continuity with neck dissec: 
tions. Above all, the modern ENT 
surgeon must have an understand- 
able knowledge of modern radio- 
therapy. He must be in a position 
to decide if surgery or radiotherapy 
is better for the patient—and in or 
der to be qualified for this, some 
knowledge is necessary concerning 
the present day means our radio- 


Resident Physiciat 


| 

| 

Itisa 

7 n the 
eurot 

wheth 

next 

and di 
j Dut in 

Bpecifi 
mMotic 

Ive 

| 

sual 

96 


[ man 
nodern 
at only 
‘anasal 
system. 
zies of 


olaryn- 
yncepts 


of the 


d con- ff 


erested 
meth- 
rrently 


ake the 


d 


various 
e ENT 
sient in 
erstand 
ery, be 
iproved 
anks to 
modern 
e com- 
axillec- 
for pri- 
ad and 
dissec: 
ENT 
erstand- 
radio- 
position 
therapy 
d in or- 
s, some 
cerning 
r radio- 


>hysician 


a superior psychochemical 


for the management of both 


minor and major 


emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 


@ more effective than most potent tranquilizers 
@ as well tolerated as the milder agents 
@ consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 
tis a single chemical substance, thoroughly tested and found particularly suited 


n the management of a wide range of conditions including psychotic, psycho- 
eurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
vhether it is basic or secondary to a systemic condition. 


n extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
pnd dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
motional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
lve colitis, peptic ulcer and in certain frank and senile psychoses. 


Jsual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.i.d. 


e In psychotic conditions one 10 mg. tablet t.i.d. 
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therapy colleagues have available. 
The betatron, million volt 1aachine, 
cobalt bomb, radon, radium, radio- 
active gold, etc., all are tools of 
radiology with which the ENT man 
must be familiar. 

Plastic reconstruction is another 
must. Techniques are currently be- 
ing evaluated for functional as well 
as cosmetic reconstruction of the 
mandible, the esophagus and the 
larynx. 

And for the otolaryngologist who 
wants to maintain the respect of his 
fellow internists as an endoscopist, a 
thorough knowledge of diseases of 
the esophagus, the bronchopulmo- 
nary system and their corresponding 
roentenographs is mandatory. 


Residency 


In order to be proficient in laryn- 
gology, training in the principles 
and surgery of head and neck tumor 


work is essential. Head and neck 
tumors comprise about 18 percent 
of all malignant tumors of the body. 
Here the young physicians may find 
some difficulty in finding a residency 
that offers good training in the vari- 
ous facets of head and neck. He 
will find that in many centers there 
are discrepancies as to what services 
get what lesions. In many places 
he will find that most of this work 
is done by general surgeons, or a 
specialized head and neck service, 
or even the plastic surgical service. 
Therefore, I would advise the resi- 
dent to make a careful perusal of 
the operating: schedules of the vari- 
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ous ENT residencies he is thinkig 
about. 

Most of the major head and ne 
work requires surgical experien 
and to the ENT resident who wist 
to do much of this type of practi 
I would recommend a year of ge 
eral surgery residency. (This w 
count towards your ENT residen 
requirements. ) 

In conclusion, among the things 


look for in an ENT training pj a 7 


gram are: 
@ at least one year of formal bag 
science instruction, 
@ instruction, training, and expe 
ence in the field of audiology, 
@ an attending staff interested 
teaching, 
@ an adequate number and va 
ety of service patients throug 
which you may acquire experien 
in medical management of the vat 
ous ENT problems and _surgic 
skill in sinus surgery, head and ne 
surgery, temporal bone surge 
nasal and otoplastic surgery and é 
doscopy. The resident-to-be shou 
take the time to look about; see a 
compare the ENT residency pr 
grams you intend to apply for. 
Obviously, in this article, I ca 
not attempt to encompass everythi 
that is being done in the field 
otolaryngology. To those who a 
under the misconception that EN 
is a stagnant or even dying specié 
ty, I have tried to indicate rece 
advances being made, and to poi 
to the dynamic present future 


ENT. 
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Although I mention this at the 
end, I feel it deserves mention: 
well-trained ENT specialists can sup- 
port themselves; actually, most sur- 
veys of professional incomes place 
them near the top of the list. 

To those young men who are 


NEXT MONTH —another 


thinking about ENT as a specialty. 

I hope this will aid them in their 
analysis—as well as give them a few Whe 
pointers on choosing a_ residency 
hospital that will offer them all the 
aspects of modern otorhinolaryn- 
gology. 


ENT man looks at his 


specialty in "Otorhinolaryngology: Residency and 
Private Practice." 


"Come now, your blood’s not that tired!" 
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of overweight 


DEXAMYL* will help in two ways. ‘Dexamyl’ 

(1) curbs appetite, and (2) provides both mood 
improvement and relief from tension and anxiety. 
A combination of Dexedrine* (dextro-amphetamine 
sulfate, S.K.F.) and amobarbital, ‘Dexamyl’ is 
available as tablets, elixir and Spansule* 

sustained release capsules. 
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English language difficulties of foreign residents and 
interns in U. S. hospitals can be corrected. Now 
available to hospital educators are accurate screen- 
ing methods to reveal serious language handicaps, 
and teaching techniques which can provide the for- 
eign physician with the high degree of English com- 
prehension necessary to his graduate training in this 
country. The authors point out that a few months 
of careful and intensive English training in the U.S. 
are worth years of haphazard instruction abroad— 
or worse, in American hospital situations. 


M ore than 3,000 physicians come 
to the U. S. annually for postgradu- 
ate training in American medicine. 
Large numbers of them are spon- 
sored by U. S. governmental dnd 


philanthropic organizations. Many 
foreign countries, who expect us to 
share our advanced knowledge and 
techniques and to contribute to im- 
proved world health, are spending 
large sums to send their doctors 
here. 

Actually, the need is mutual; for- 
eign physicians help fill a man- 
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power shortage on our hospital 
staffs: in 1956, more than 38,000 ap- 
proved internship and residency po- 
sitions were available in American 
hospitals with only about 24,000 
American physicians to fill the open- 
ings. 

Yet, despite the pressures for ac- 
cepting foreign applicants, intern- 
ship and residency directors must 
take every precaution to select only 
those who are properly prepared to 
begin the rigorous program of train- 
ing. Foreign medical school grad- 
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Testing and Training in English 


Foreign Physicians 


William R. Slager, Ph.D. 
Carter M. Ballinger, M.D. 


From the Department of English 
and Division of Anesthesiology 
University of Utah 


uates, who constitute 26 percent of 
the house staffs of approved U. S. 
hospitals, have an important influ- 
ence on standards of medical educa- 
tion and care.? 


Competence 


Medical background is not the 
only important consideration in se- 
lecting the foreign physician for 
residency or internship. We must 
remember that he is meeting for the 
first time a new kind of instruction, 
much of which is accomplished 
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through conversations and verbal ex- 
planations as well as through lec- 
tures. Thus he should have a high 
degree of competence in spoken 
English before he begins his gradu- 
ate training in a hospital. Other- 
wise, he often becomes discouraged 
and even morose. Unable to under- 
stand directions, however carefully 
and patiently given, he profits little 
from his educational experience here. 
And he may carry home with him 
nothing more than a picture of Ni- 
agara Falls and a few unpleasant 
memories. 


1. In 1953, there were more than 
33,000 foreign students in the U.S., in 
some 1,300 institutions. This represents 
an increase of 300 percent over 1930. 
During the same period the enrollment 
of American students increased only 100 
percent. See Du Bois, Cora: Foreign 
Students and Higher Education in the 
United States. Washington, D.C.: Ameri- 
can Council on Education, 1956. See also: 
Graduate Medical Education in the 
United States, J.A.M.A. 162: 277-411 
(Sept. 22) 1956. 
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Evaluation 

The great need for evaluating for- 
eign medical school graduates and 
setting up desirable educational re- 
quirements for their admission to 
American hospitals has recently been 
recognized in the creation of the 
Educational Council for Evalua- 
tion of Foreign Medical School 
Graduates.” 

When the program is in operation, 
it is planned that each potential 
candidate be investigated to deter- 
mine that: 

@ he is a graduate of a bona fide 

medical school; 

@ he has reached a level of edu- 
cational attainment compara- 
ble to that of students in 
American schools as nearly as 


can be measured, at the time 
of graduation; 

@ he has sufficient facility with 
English to undertake graduate 
training. 

Should this program be generally 
accepted, it will do much to help 
raise the standards of medical care 
and the educational standards of the 
American hospitals involved. At the 
same time it should greatly increase 
the value of the training received 
here by the foreign physician. 

But until this program is fully 
worked out, residency directors 
themselves, if they know about and 
make use of the tests and materials 
now available in the field of English 
as a foreign language, can do a bet- 
ter job of screening foreign appli- 
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AFTER RECEIVING his M.D. degree in 1945 
at the University of Iowa, Dr. Ballinger 
took a one-year rotating internship at 
Fresno County General Hospital in Fresno, 
California, served two years in the Army 
Medical Corps (assigned to a VA hospital) , 
and then spent two years in surgery at 
Crile VA Hospital in Cleveland, Ohio. 
Then followed a course in anesthesiology 
at the Graduate School of the University: 
of Pennsylvania and a two-year residency 
in anesthesiology at Presbyterian Medical 
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Division of Anesthesiology, University of Utah, College of Medi- 
cine. 
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time ants with language problems for and subjective judgment. 


‘ouse staff positions. Unfortunately, the students them- 
with ff selves often do not realize the serious- 
uate broficiency “ness of their language handicap. 

When they receive application Since many of them have read text- 
rally |} papers from foreign physicians, most books in English, they assume that 


help graduate medical educators are at they can converse readily in English. 
care lew to evaluate facility in English. 
f the The problem is not limited to medi- by the fadecsiion of Stele Medical 
t the cal schools. Indeed, graduate Boards of the U.S., the Council on Med- 


ease {§ schools of all kinds throughout the ica! Education and Hospitals of the 
ived | country have for a long time recog- AMA, the Association of American Med- 


nized how unreliable most state- ‘°°! Colleges. end the American Hos- 

‘ pital Association. 
fully ments of English proficiency that 3. See the Journal of Proceedings and 
ctors {J accompany application forms can Addresses of the Fifty-fourth Annual 
and |& be.* They are based on statements Conference of the Association of Ameri- 


rials {@ from teachers, on informal conver- ‘2" Universities and Fifth Annual Con- 
ference of the Association of Graduate 


glish sations with the students by consular October 12, 1953,  mimeo- 
-bet- officials, or on subjective tests re- graphed. (Quoted in part in Cera Du 
ppli- quiring individual administration Beis, op. cit.) 


THE TEACHING of English to foreigners 
is Dr. Slager’s major concern. After he re- 
ceived the Ph.D. in English from the Uni- 
versity of Utah in 1951, he taught there as 
an instructor for one year. He was awarded 
a Fulbright Scholarship to Egypt where he 
lectured at the Faculty of Arts, Cairo Uni- 
versity, and at the Institute of Education, 
Heliopolis University. He is Assistant 
Professor of English at the Uni- 
versity of Utah, in charge of English and 


DR. SLAGER speech work for the foreign student; and 
he is also a member of the summer staff of 
or, the English Language Institute, University of Michigan. He has 


li- published in Language Learning on problems related to teaching 
English to foreigners. 
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Consequently, they may enter Amer- 
ican hospitals with almost no knowl- 
edge of the spoken language. Then 
the troubles begin. They cannot 
readily communicate with patients. 
Medical and nursing staffs become 
impatient and lose confidence in 
them. 

Usually at this stage they are 
called into the director’s office and 
advised to improve their English. 
But as new residents and interns, 
they are too busy with hospital 
duties to work seriously at learning 
English; and, even if they do not 
resent the extra demand on their 
time, they are uncertain about what 
help to get and where. Confusion 
reigns. 


Modern techniques 


Fortunately this situation need 
not exist today. There are presently 
available highly accurate objective 


screening methods and improved 
teaching techniques which can be 
used for foreign students. 

It would be valuable for Ameri- 
can medical educators—and for edu- 
cators and physicians from non- 
English speaking countries as well— 
to know more about these devélop- 
ments. There should be more wide- 
spread understanding of their 
usefulness. The tests described here 
can be used to evaluate proficiency 
in English of physicians 1) who are 
still abroad, 2) who are already in 
the United States but not yet in 
graduate training, and 3) who are 
already in graduate training but 


because of their slow progress sug- 
gest a serious language handicap. 

Correctly applied, these tests can 
indicate those physicians ready for 
graduate training and those who 
must first concentrate full-time on 
learning English. 


Tests 


In addition to the examinations 
listed here, many others have been 
prepared at universities and col- 
leges throughout the country.* Some, 
like that prepared by Professor 
Archibald Hill for Georgetown Uni- 
versity, are linguistically sound and 
can be relied upon. Unfortunately, 
these tests are not available for 
general use. 

If the foreign physician is already 
in the U. S., chiefs of internship and 
residency programs might well send 
him to testing facilities available in 
their own area. Most university cam- 
puses have a foreign student adviser 
who will direct inquiries. English 
and speech work for foreign students 

4. For a definitive bibliography (with 
some description and criticism) see Lado, 
Robert. Annotated Bibliography for 
Teachers of English as a Foreign Lan- 
guage, Washington: Department of 
Health, Education and Welfare, 1955. 
See also Lado, Measurement in English 
as a Foreign Language. Ann Arbor: Unri- 
versity Microfilms, 1950. Of course the 
list of materials must be brought up to 
date. One valuable contribution is New 
Materials and Aids in the Teaching of 
English as a Foreign Language. National 
Association of Foreign Student Advisers, 
English Language Section Committee, 
1955-56. This valuable bulletin lists works 
in progress as well. 
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might be found in the English hoos 
speech or modern language depa:t "°"° 
-~ ments. If the foreign student en bility 
~ yollment is large, usually 
organized program will be underway Peo" 
However, it must be remembe-ed petly 
j-that as an area of specialization 
English as a foreign language isp" 
relatively new, and some campuse:f} Hor 
do not yet have linguistically soundfspeake 
tests and teaching methods. uesti 

If the candidate is still abroad.f§vould 

te should be advised to report tofions « 
the United States Information Serv-fRary | 
ice Office, or the cultural attaché offfape t 
the consulate or embassy, regarding ffrlear.) 
the nearest testing service. wers 


mecha 
A. Test or AurRAL ComPREHEN- 


sion.’ English Language Institute, 
University of Michigan. Examination 
material, test booklets, 10 cents 


f, for 
each. Answer sheets, 2 cents each. 


A 
What it tests: The student’s abil- fo mi: 
ity to understand spoken English Rwords 
(which inevitably involves recogni- Phat 5 
tion of vocabulary and _ structural Jwords. 
signals). The student listens to afstuden 
series of sentences, which are}eompl 
spoken in natural, colloquial style.ffind : 
For the first half of the test, the hensib 
student chooses answers among pic- pPercer 
tures which illustrate the meaning. Pioned 
For the other half, the student 


5. See Lado, Robert. "Phonemics and 
Pronunciation Tests," Modern Language 
Journal 35: 531-542 (November), !951. 
See also Lado, Robert. "The Relation of 
Entrance Level to Rate of Progress in 
Aural Comprehension,” Language Learn- 
ing 2: 105-112, 1949. 
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hooses among multiple written F 
nswers. In many ways, the student’s 

bility in aural comprehension is the 

ost important single fact for the 

erway ploctor to know: for it indicates ex- 

heed d actly how well the student will be 

able to follow lectures and oral 

Hirections. 


nglish 
lepa:t 
nt en 

some 


ibroad.fMvould be possible to put the ques- 
port tofpions on tape, but it would be neces- 
n Serv-fRary to check before playing the 
aché offfape to see that the directions are 
yarding(rlear.) The student enters the an- 

wers on a sheet which can be scored 

mechanically. The test requires 


REHEN- 30 minutes. 
stitute, 
Raasites How to interpret the scores: What it tests: The test has three 


cents Mine Score is given in percentages. parts: Part I covers recognition of 
f, for example, the student receives ss ructural signals and sentence pat- 
p score of 50, he might be expected terns; Part II is a paper-and-pencil 
’s abil: fo miss roughly about half of the pronunciation test; and Part III 
English Fwords that were spoken to him. Since covers vocabulary. 


recogni Phat 50 percent might include key How it is administered: A t 
ow it is a ; grea 


‘uctural words, it is quite likely that the 
1s to afstudent might miss the import of advantage of the test is the simplic- 
ity of the mechanics of giving and 


ch arefeomplete lectures and might often 
scoring. It is completely objective; 


il style.ffind simple commands incompre- : 
it may be given by untrained per- 


est, the fiensible. Any score less than 80 
yng pic: percent could be seriously ques- sonnel; and it is quickly scored with 
a key. It usually requires from one 


veaning. Bioned. Our experience at Utah has 
student Fhown this test is the most useful, hour to one hour and a half. 
and dependable, of all. How to interpret the score: 
mics and The score is given in percentages. 
anguage fF B. Encuish Lancuace Test ror The total score may be used for 
r), 195|.fForeicn Stupents By Robert Lado. gross distinctions. (In experiments 
co . {nn Arbor: Wahr Publishing Com- at Utah, native speakers have fre- 
ye Learn-pm”)- Test booklets, 25 cents each. quently failed Part II, Pronuncia- 
nswer sheets, 3 cents each. tion.) Experience at Utah has 


ts each, 
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age - - — 
npuse:| How it is administered: A native \ | 
of English must read the AY 
Mjuestions aloud. (Presumably it \ = 
{ 


proved, for example, that those stu- 
dents who score above 80 percent 
invariably do well in the regular 
freshmen English course. Those who 
score below 80 invariably have 
trouble. Scores below 70 percent in- 
dicate that that student will have 
major language difficulties. 


C. Dracnostic Test FoR Stvu- 
DENTS OF ENGLISH AS A FOREIGN 
LANGUAGE Developed by A. L. Davis 
of American University. Published 
and distributed by Educational Serv- 
ices, Washington, D. C. Set of 10 
Test Booklets, $3.50. Set of 10 self- 
scoring answer sheets, $1.00. 


What it tests: Designed to test 
structure and vocabulary. There are 
150 multiple-choice questions. The 
“general grammar” sections include 
word order and modals. The em- 


phasis is on idiomatic vocabulary. 


How it is administered: The test 
can be easily administered by un- 
trained personnel. It is completely 
objective, and can be scored quickly. 
The answer sheet has a carbon, and 
the answers are printed on the under- 
sheet. The student is allowed an 
hour, but usually finishes in less 
time. 

How to interpret the score: 
Information issued with the test as- 
serts that “students who score over 
125 are satisfactorily prepared for 
college work.” The test has been used 
extensively at the American Lan- 
guage Center of American Univer- 
sity in Washington; also, it is given 


Screen and teach 


The idea for the presen 
article was born after Dr. Ball 
inger referred an anesthesiology 
resident to Dr. Slager for English 
training. Dr. Ballinger became 
interested in the kind of testing 
and teaching that the resident re- 
ceived. After further association 
and discussion, both he and Dr. jy 
Slager became convinced thal 
physicians involved in training 
programs would appreciate 2 
nontechnical survey of tests and 


materials recently developed by 


remedial teaching after their ar. 
rival in the U. S. The author: 
feel that both the foreign doctor 
and the hospital or university ing 
which he trains would benefi 
from stricter screening: the doc 
tor because he has faced hi 
language problem _realisticall; 
and has not tried to begin hi 
medical training while serious 
handicapped by his English; 
hospital because it can concer 
trate on its proper business © 


medical care and training wit 
out the added problems of mi: 
understood lectures and di 
tions. 
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antispasmodic sedative 


serious! 

lish; quiets “nervous,”’ spastic stomachs—with the efficient 

- concer sedation of BUTISOL SODIUM® butabarbital sodium 

doom @ 10 mg. and the antispasmodic effect of natural extract of 
ing wil belladonna 15 mg. (per tablet or 5 cc.) 
s of mis 

BUTIBEL TABLETS /ELIXIR, 
nd di PRESTABS®BUTIBEL R-A 


(Repeat Action Tablets) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


he 


to all applicants for International 
Cooperation Administration fellow- 
ships from countries engaged in 
health activities with U. S. assistance. 
At Utah, some students who received 
as high a mark as 132 were not pre- 
pared for freshman composition; on 
the other hand, students with scores 
as low as 117 have done satisfactory 
work in freshman composition. The 
test has value in making gross dis- 
tinctions—those students above 130 
may have considerable reading flu- 
ency; those below 115 might be 
seriously questioned. Its most serious 
limitation is that it does not dis- 
tinguish those students who need 
oral-aural training—which is the 
information hospitals and medical 
schools screening candidates may be 
most interested in finding out. 


D. EXAMINATION FO 
Foreign Stupents Educational Tesi 
ing Service, Princeton, New Jersey 
10 to 19 tests, $3.50 per copy. Th 
price includes the test booklets ani 
answer sheets, scoring keys and con 
version tables. Sets of phonograp' 
records are also available. 


What it tests: The examination 
comprehensive. Its two major areé 
are silent reading and aural con; 
prehension. Silent reading include 
vocabulary, grammatical forms, 
comprehension of sentences ani 
paragraphs. Aural comprehension i 
measured by questions which arq 
played on records. Pronunciation is 
tested by rhymes and accentuation 
An essay is required. And final; 
there is a non-verbal test which “i 
designed to assist in predicting qual 
ity of work in courses of a quanti 
tive nature.” There is also a specii 
section on scientific vocabulary. 

How it is administered: T raine¢ 
personnel are not required to admin 
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ister the test. For the most part, it 
is scored objectively. However, the 
essay would require a reader with 
considerable experience. Even 
though the personnel administering 
the test would not need special 
training, the test would require con- 
siderable staff time because of its 
length and complexity. 


How to interpret the score: 
A percentile rank table is provided 
by E.T.S. It was based on 507 scores. 
So it is possible to compare perform- 
ance with these norms. They were 
established some time ago, however; 
no additional normative studies have 
appeared since then, and their gen- 
eral usefulness is questionable. Most 
of the tests are well worked out. The 
weakest, (as Lado has pointed out) 
is the section on aural comprehen- 
sion. It places a heavy strain on 
memory; it does not cover the sound 
patterns systematically, and it does 
not include conversational materials. 
The section on non-verbal reasoning 
attempts to fill a real need in testing 
of this sort: the need to determine 
ability without unnecessary handi- 
caps imposed by the foreign lan- 
guage. However, our education psy- 
chology department at Utah is not 
convinced that these tests reveal any- 
thing about ability or future college 
success, either in the humanities or 
in the sciences. To be valid, the test 
must not only be non-verbal, but also 
culture-free. 


E. An READING TEST FOR 
STUDENTs OF ENGLISH AS A FOREIGN 


Lancuace. By Harold V. King anc 
Russell N. Campbell. Washingtor 
Publications, Washington, D. C 
Test booklets, 15 cents each (quan. 
tity price 10 cents each). Answer 
key 3 cents. 


What it tests: This test makes no 
extravagant claims. It is announced f 
as a test of reading ability only. Of 
course, vocabulary and, to some ex- 
tent, recognition of grammatical pat- 
terns are inevitably involved. 


How it is administered: The stu- 
dent reads a series of sentences and 
paragraphs about which he answers 
questions of the multiple-choice va- 
riety. The test is easily administered, 
and requires only thirty minutes. It 
can be graded objectively. 


How to interpret the score: 
The somewhat pretentious interpre- 
tation of scores which comes with 
the test does not state the number of 
cases on which the norms and pre- 
dictions are based. It would seem, 
however, in the absence of more 
precise tools, to offer a kind of gross 
measurement: students above % 
would be able to read English 
fluently ; all scores below 70 could be 
seriously questioned. 


F. EXAMINATION FOR THE CERTIFI- 
CATE OF PROFICIENCY IN ENGLISH 
By Robert Lado, English Language 
Institute, University of Michigan. 


What it tests: The student’s con- 
trol of spoken English, through 
paper-and-pencil techniques only. 
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The test has sections on pronuncia- 
tion, grammatical structure as used 
in conversation, recognition and 
production vocabulary, and contex- 
tual reading. The section on pronun- 
ciation includes sentence stress and 
intonation. The section on grammar 
includes comprehension of patterns, 
completion of conversations and par- 
tial production. The section on vo- 
cabulary asks for partial recall in 
sentence context. There is also a 
section on contextual reading and 
information. 


How it is administered: The test 
is administered through U. S. I. A. 
Offices throughout the world. The 
test booklet is sent by those offices to 
the University of Michigan for scor- 
ing. If the score is satisfactory, a 


Certificate of Proficiency in English 
is issued by the University of Mich- 
igan. 


How to interpret the score: 
The student does not receive an ex- 
act score, but, if he receives a satis- 
factory mark, he is issued a Certifi- 
cate of Proficiency. Since the test is 
taken by students with a wide range 
of ability—from highly accomplished 
teachers of English abroad to be- 
ginning persons planning to take 
university courses in the U. S.—the 
passing score is sufficiently high to 
guarantee real achievement in the 
language. A candidate with this 
certificate could be accepted with 
confidence. 


In part Il of this article (next 
month) we will describe some of the 
English training opportunities avail- 
able here and abroad which ap- 
proach scientifically the language 
needs of the individual student— 
English teaching techniques based 
on a careful comparison of the 
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ACHROSTATIN V CarsuLes 
contain 250 mg. 
tetracycline HCI 
Acurostatin V combines AcHromycint V... equivalent (phosphate- 
the new rapid-acting oral form of | buffered) and 250,000 
units Nystatin. 
Acnromycinf Tetracycline. .. noted for its 
outstanding effectiveness against more than 
s0 different infections ...and NystaTINn... 
“ if ‘fc. A ; V Basic oral dosage (6-7 mg. 
e anti unga speci c.f CHROSTATIN per Ib body weight per 
provides particularly effective therapy for day) in the average 
those patients who are prone to monilial | @4ult is 4 Capsules of 


, ACHROSTATIN V per day, 
overgrowth during the protracted course | ¢quivalent to 1 Gm. of 
of antibiotic treatment. ACHROMYCIN V. 
*Trademark 

tReg. U.S. Pat. Off. 
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sound system and structural system 
of the native language and the target 
language (English). 

In these intensive programs, the 
special concerns of, for example, 
Thai-English or Persian-English or 
Spanish-English, can be systemat- 
ically defined and taught. A few 


months of careful and intensive Eng- 
lish training here are worth years 
of haphazard, trial-and-error effort 
abroad—or worse, in American hos- 
pital situations. 

Finally, this paper makes a brief 


survey of texts, records and other 
aids to learning English for foreign 
physicians who need help but who 
do not have access to one of the in- 
tensive courses. The survey is neces- 
sarily brief; for, while hundreds of 
books are available with which the 
student might achieve indifferent 
success, there are only a handful of 
scientifically sound studies which 
would be of genuine help. The rec- 
ords available are even fewer, al- 
though the lack is being remedied 
rapidly. 
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The House Staff Role 


in Undergraduate 


Medical Education 


The resident and intern staff can help the medical 
student arrange his work and study. But it works 
both ways; student can assist house staff, too. 


Ou teaching hospitals which pro- 
vide the opportunities for under- 
graduate students of medicine are 
institutions of learning as well as 
institutions rendering community 
medical services. They are colleges 
which provide the educational fa- 
cilities for the training of a wide 
variety of people who are interested 
in the prevention of illness, the care 
of the sick and the promotion of 
health. Teaching hospitals are in- 
stitutions where the theoretical and 
practical rivers of medical science 
join and form a broad and deep sea; 
they are the places where the medi- 
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cal student may encounter and learn 
of life in all of its manifestations. 


Organize 


The teaching hospital which ad- 
mits undergraduate medical students 
is a community health and educa- 
tional institution and the students 
are considered to be members of the 
total group responsible for the pro- 
fessional care of patients as well as 
advancing knowledge while they 
learn. This center of learning and 
science presents the student with 
opportunities for self-education and 
self-development under expert guid- 
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ance and supervision. Here, the stu- 
dent learns by actual experience and 
by developing his powers of observa- 
tion and reasoning. Here he learns 
how to organize his thoughts and 
test them against those which have 
been recorded by others. Here he 
learns how to adjust the diverse ele- 
ments of his previous education so 
that the integrated result may ex- 
hibit the predetermined quality of 
medical care. 

In the hospital environment, he 
learns first hand that the doctor 
does not stand alone in the care of 
the patient but that the entire staff 
of doctors, nurses, specialized thera- 
pists, social workers, technicians, 
sometimes referred to in the cur- 
rent jargon as the “health team,” 
contributes to the welfare of the 
patient. 

In short, our teaching hospitals 
for undergraduates are highly or- 
ganized colleges and educational in- 
stitutions, dedicated to the improve- 
ment of medical care throughout its 
entire range. The professional staff 
is devoted to improving patient care 
through extending education as it 
is intimately related to research. 


Supervisors 


The quality of the educational 
program and the opportunities for 
undergraduate students to learn in 
our teaching hospitals are no better 
than the quality of the personnel 
who are charged with the responsi- 
bility of professional care. The staff 
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organization is important in defining 
responsibilities and for the assign- 
ment of duties. The house staff is 
one of the most important operating 
groups. Its members have graded 
responsibility and various duties for 
which they are accountable. One of 
the important functions of the house 
staff is to join with all other mem- 
bers of the group in the educational 
process of the undergraduate medi- 
cal student. 

In general, the house staff is in 
immediate supervisory capacity of 
the undergraduate student. The stu- 
dents and the house staff work with 
one another as a closely integrated 
unit. They have ample opportunity 
to exchange information and learn 
from one another how to think, how 
to organize their work, how to ob- 
serve and record, how to reason and 
how to develop an understanding of 
the problems of medical diagnosis 
and treatment. 

The personal and professional re- 
lations between undergraduate stu- 
dents and house staff are usually 
upon a much more informal basis 
than the relations between the stu- 
dent and the senior members of the 
faculty. This is one of the reasons 
the house staff plays such an impor- 
tant role in undergraduate education. 

In short, then, the house staff of 
a well organized teaching service 
plays a positive role in the educa- 
tion of the undergraduate—and the 
undergraduate plays an important 
part in the education of the house 
staff. They learn from one another. 
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In secondary bacterial complications 
of viral upper respiratory infections 
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Necessary qualities 


For the members of the house 
staff to become most effective as 
teachers, they must teach. They do 
this by example, by communication 
and by sharing information with the 


students. They gather information 


about patients together. For house 
staff and students to do their best 
work, they must have time for rou- 
tine work, time for leisure, time for 
reading and study, and time for re- 
flection and thinking in connection 
with their patients, their responsi- 
bilities and their duties. They must 
create an environment in which they 
can enjoy their work. Rigid and in- 
flexible programs of dull and rou- 
tine work with indiscriminate disci- 
pline defeats its own purpose by dull- 
ing the mind and the imagination. 
The house staff, working in close 
cooperation with the student, can 
help the student organize his work 
and his study and assist him in the 
organization of his thoughts. They 
help the student see the whole man 
by bringing together many separate 
disciplines. The educational system 
of the house staff and the students 
develops the qualities so necessary at 
a later stage of a medical career. 
The essential point is that the 


About 


Author 


members of the house staff as well 
as the student body should acquire 
intellectual and technical excellence 
in such a way as to prevent damage 
to those energies of the mind which 
will direct the technical and intel- 
lectual skills the rest of their lives. 

It should be recognized by the 
members of the house staff that the 
undergraduate students are their 
most severe critics. The student soon 
learns to assess the house officer; 
that is, the qualities of his mind, his 
factual knowledge, his general tech- 
nical skill and his personality. Con- 
versely, the house officer is in a 
strong position to assess the poten- 
tialities of the student and to help 
him develop and to assist in his con- 
version from a student to an M.D. 

Thus, it is most important for 
members of the house staff in our 
teaching hospitals to accept their 
important role in the education of 
the undergraduate student. Together 
the student, intern and _ resident 
combine to form a working and 
learning unit — working with and 
learning from one another. 

The house staff should keep in 
mind the fact that the students of 
today are the house officers of to- 
morrow; the pupils soon become the 
teachers. 


Dr. Keefer is Vice President in charge of 
medical affairs and Wade Professor of Medi- 
The cine, Boston University School of Medicine, 
Physician in Chief, Massachusetts Memorial 
Hospital, Boston, Mass. 
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Medical Ethics 
and Etiquette 


I, this day and age, when material- 
ism is rampant and idealism appears 
to be on the wane, and in which the 
ten-thousand-dollar automobile, the 
hundred-dollar hat, and the fifty- 
dollar tie actually have takers 
enough to make their production 
profitable, the fact that as physicians 
our first responsibility in life is “to 
render service to humanity with full 
respect for the dignity of man” is, 
unfortunately, at times overlooked. 

Too often in recent years, the 
young man entering the profession 
seems to be motivated by a desire 
to elevate himself socially and 
economically in one short hop, with 
the possession of an expensive or 
fancy car apparently being his im- 
mediate objective in life. Hedonism 
seems to rule supreme. One only has 
to look around the parking lot of a 
large hospital to feel the impact of 
the “must-have-a-car-at-any-price” 
urge. 

This attitude is undoubtedly in- 
fluenced by knowledge of the fact 
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‘SECOND OF A SERIES 


SECTION I. “The principal objective of 
the medical profession is to render 
service to humanity with full respect 
for the dignity of man. Physicians 
should merit the confidence of patients 
entrusted to their care, rendering to 
each a full measure of service 

and devotion."* 


that in the last twenty-odd years the 
ability of the American people to 
purchase and pay for medical service 
has increased enormously. Doctors’ 
charges have increased about eighty 
percent and hospital costs have 
nearly quadrupled in this time. 
(This is less than the cost of living 
has risen.) In the same period, due 
to the increase in fees received and 
in patients seen, doctors’ net average 
earnings have increased about five 
times. This prosperity is visible for 
all to behold (often to the T-men), 
and at times seems to obscure the 
objective of our profession, which 
we “profess” to be “service to 
humanity.” 

Physicians must not forget that 


*Principles of Medical Ethics. 
J.A.M.A. 164:1484 (July 27), 1957. 
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“These principles are intended 
to aid physicians individually 
and collectively in maintaining 
a high level of ethical conduct. 
They are not laws, but standards 
by which a physician may de- 
termine the propriety of his 
conduct in his relationship with 
patients, with colleagues, with 
members of allied professions, 
and with the public.” 


to merit the confidence of their 
patients, their character and _be- 
havior must be above reproach. 
Modesty in professional and finan- 
cial activities must be their byword. 
All have taken the Hippocratic Oath, 
under which each has assumed the 
obligation to conduct himself in 
accord with its ideals. This obligation 
should weigh heavily on each phy- 
sician. In this respect we must re- 
member that our services should be 
sought by patients and that we do 
not compete professionally against 
each other. Hence, in all of our social 
contacts with other physicians’ 
patients, scrupulous attention must 
be given to the point that it is a bad 
business to disparage a colleague’s 
professional ability or character in 
any manner. The same holds true 
when we are called in an emergency 
to treat a colleague’s patient. 

It is to be noted that this “service” 
is to be rendered “with full respect 


for the dignity of man.” This is ar 
important concept, because a patieni 
must always be considered as an in- 
dividual, and not as a case among 
cases. Regardless of the problems 
which he may create, the trouble 
which he may stir up, the annoy- 
ances which he generates in you, 
your patient is an individual, a hv- 
man being, and must always receive 
the respect that this status entitles 


philosophy should be tolerated in af 
physician. 
In order to generate and maintain} 
the best in patient-physician relation- 
ships, the free choice of the phy- 
sician by the patient is a necessity. 
Otherwise, that unwritten but often 
long-lasting and ever binding con- 
tract which is tacitly entered into 
when a patient seeks and receives 
medical advice, has little force. Of 
course it must be understood that 
the physician can refuse to accept 
an individual as a patient, and that 
either the physician or patient can 
terminate the patient-physician re- 
lationship after due notice has been 
given (especially by the physician). 
Another factor which must be 
considered in comment on Section I 
is that special consideration should 
be given in our thinking to problems 
which confront our profession and 
are covered in the phrase “rendering 
to each a full measure of service 
and devotion.” Now, just what does 
this mean, and what should it mean 
to you? Your editor takes this 
phrase to mean that his patient is 
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“A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS ...GITALIGIN 
.. A PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY..."'* 
VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE « MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION—Postero-anterior examination—moderate heart 
enlargement—right ventricular enlargement—prominence of pulmonary artery segment. 
Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956. 


Every year since 1950 when Batter- Widest safety margin of any 
man, et al. published the results of currently available digitalis gly- 
their study of 230 cardiac patients,  coside (average therapeutic dose 
clinical evidence has repeatedly only 1/3 the toxic dose; in con- 
confirmed the therapeutic advan- _ trast, therapeutic doses of other 
tages of GITALIGIN. preparations are approximately 
For initial digitalization and main- 2/8 toxic dose) 

tenance, GITALIGIN has proved to (2) Uniform clinical potency 

be the “digitalis of choice” for these (3) Moderate rate of dissipation 
significant reasons: (4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 
0.5 mg. of GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitorin, 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 
TABLETS— sorties OF 30. 100. AND 1000 DROPS— 30 CC. BOTTLES WITH DROPPER CALIBRATED 
FOR 0.05, 0.1. 0.2, 0.3, 0.4 AND 0.5 MG. 
INJECTION—S CC. AMPULS CONTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS, 


*EWRLICH, J.C: ARIZONA MED. 12:239 (JUNE) 1955. 
White Laboratories, Inc. Kenilworth, New Jerseu BIBLIOGRAPHY FURNISHED ON enauune 
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his patient, and that there will be 
no limit to time or effort spent for 
the welfare of this individual, as 
such is required. If he has to travel 
miles in the middle of the night, 
that’s it. The patient has placed 
himself in the pbhysician’s care. 
Nothing will be done to disturb the 
patient’s confidence or to give him 
the idea for an instant that he is not 
the most interesting and important 
individual in his physician’s life. He 
will never be a “case” or under any 
conditions, a “crock.” 

Now, there will be some who will 
say that this idea is platitudinous, 
sentimental, biased, impractical, or 
in light of current thinking, anti- 
social, because it makes the doctor 
a slave of his patient. Such thinking 
disturbs me, particularly so because 
more and more your editor feels that 
the profession, especially among 
some of its younger members, is 
coming to regard taking care of 
patients as a forty-hour-week propo- 
sition with a “Medical Officer of the 
Day” or “On Duty Doctors” taking 
care of them during nights and 
weekends. 

Then suppose, as certain dreamy 
individuals are urging, we do have 
a thirty-two-hour, or thirty-hour work 
week forced upon us? It will be 
doubtful in certain places in this 
country if patients will know exactly 
who their doctor is. I am not being 
facetious about this matter; since 
World War II the trend in a num- 
ber of areas has. been to gear the 
care of patients to a forty-hour-a- 


week schedule. Auxiliary services 
in many hospitals barely function 
from 5 Pm on Friday to 9 AM on 
Monday and medical coverage is 
often minimal. This trend has inter- 
fered with patient care, and unques- 
tionably has increased hospital costs 
by reducing the turnover of patients 
while at the same time decreasing 
the efficiency of hospital operations. 

In certain of these areas it is not 
believed that doctors can be blamed 
for accepting the forty-hour week, 
because there isn’t anything much 
they can do about it. I am referring 
to physicians in those governmental 
hospitals in which at night, and 
from Friday at 5 pm to Monday at 
9 am, professional and auxiliary 
staffing arrangements are at such a 
low level that at times it is even 
difficult to get emergency technical 
work done. This state of affairs 
seems to be becoming more common 
in voluntary hospitals, too. These 
situations are the result of political 
and economic factors. As an old 
curmudgeon, I will say that, in my 
opinion, these factors prostitute in- 
tellectual honesty and disparage 
hard work. 

Maintaining hospitals on a full- 
seven-day work week might further 
sharply increase hospital costs, ac- 
cording to some directors. This 
would create a situation for which 
boards of trustees of some voluntary 
hospitals, who consider running a 
hospital a quasi-business enterprise, 
cannot find justification, and direc- 
tors of bureaus of budgets won't 
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contemplate (except when directed 
to in election years) because they 
feel hospital costs are out of hand 
and that the monies under their 
control can be spent more “profit- 
ably” elsewhere. 

However, we must remember that 
regardless of what holds relative to 
the auxiliary services in a hospital, 
the devoted physician can see his 
patient in the hospital daily, if such 
is desirable, even though the hospital 
is barely functioning nights and 
weekends. After all, much can be 
said for the utilization of clinical 
judgment. Your presence will always 
benefit your patient (and with the 
“labs” closed, probably save him 
and the hospital money which neither 
ean afford). So, render “to each 
(patient) a full measure of service 
and devotion.” 

In this respect it must be remem- 
bered that as a general rule, it is 
considered unwise for a physician 
to treat members of his immediate 
family or himself. Obviously, the 
reason for this injunction is that 
his professional judgment has a 
chance of being impaired by his 
anxiety and worry over the illness 
of his loved ones. In these circum- 
stances the physician should, gladly 
and without thought of being paid, 


give his professional services to phy- 
sicians and their dependents, if they 
are in his vicinity. I myself was 
raised in a family of physicians in 
which this courtesy has also been 
extended to members of the clergy 
and the nursing profession, while 
dentists and pharmacists and their 
families were charged half the going 
rate. A young physician entering 
practice in a community should find 
out what the local customs are in 
respect to the extension of profes- 
sional courtesy. 

If a physician is called from a dis- 
tance to consult and advise on the 
illness of a physician or his family, 
and the latter is in easy circum- 
stances financially, a compensation 
which will at least pay for the travel- 
ing expenses of the consulting phy- 
sician ‘should be offered. If the con- 
sultant’s visit entails a real loss of 
time from his practice, with a re- 
sulting pecuniary loss, thought 
should be given to including a fee in 
the compensation proffered. Also, if 
the physician or his family is covered 
by medical insurance which provides 
for the payment of fees, the phy- 
sician’s family physician should al- 
ways be reimbursed for professional 
services which he has rendered, at 
standard rates. 
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American Cyanamid Company, Surgical Products Division, Danbury, 


Connecticut. Please send me__________Emerzency Suture Packs, 
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Surgical 
M.D. Supply 
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Surgery and the Law 


By neglect, offbeat methods or acts resulting in 
damage to his patient, the surgeon may expose 
himself to liability, either criminal or civil. 


George A. Friedman, M.D., LL.M. 


N. individual can be expected 
to recognize in advance and with 
certainty every situation in his daily 
living which could make him liable 
to penalty under law. Even as a 
defendant in a civil or criminal suit, 
the average person cannot usually 
predict with any accuracy what the 
decision will be in his case. This is 
because of the many variables in- 
volved—and also because of the 
nature of human beings who have 
been put in the position of judging 
the past acts of others. 
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In the area of the doctor’s liabil- 
ity, however, there is an explicit 
legal standard of conduct, one that 
every physician and surgeon must 
follow in treating a patient. 

This is his guide—and by this he 
is judged. 

Stated simply, the doctor must 
have a degree of learning and skill 
ordinarily possessed by physicians 
and surgeons in good standing in 
that or similar communities. 

Furthermore, he must apply that 
skill and learning with reasonable 
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care and according to his best judg- 
ment. 


Unpredictable 

The standard seems clear. How- 
ever, the problem is how a judge 
and “twelve good men and true” will 
weigh a surgeon’s past act against 
that standard. 

Consider the case of a busy sur- 
geon who performs a routine oper- 
ation after which the patient dies. 
The patient’s family put several sur- 
geons on the stand who are critical 
of the defendant’s procedures. 

Other surgeons testify that the 
defendant’s procedures were profes- 
sionally sound. 

The jury must believe one side. 
Suppose they believe the plaintiff's 
witnesses? The jury must then es- 
tablish whether the criticized pro- 
cedure was the proximate or direct 
cause of death or whether the patient 
would have died in any event. But 
can they and do they actually estab- 
lish that? This is one of the num- 
erous imponderables that confront a 
physician—indeed any citizen—once 
he becomes involved in a lawsuit. 

As Learned Hand, one of our 
wisest and most respected judges, 
once said: “I must say that, as a 
litigant, I should dread a law suit 
beyond almost anything short of 
sickness and death.” 

Unpredictable and imperfect as 
the human system of justice is, the 
body of decided court cases offers 
the surgeon useful, if not exact, 
guidelines to govern his professional 
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conduct. If he follows sound med- 
ical practice and injury or death 
follows, the surgeon is not neces- 
sarily answerable in damages to the 
patient. Before the latter can win 
his suit, he must prove that 

@ the surgeon departed from the 
standard of practice in the com- 
munity, or, if he adhered to the 
standard, did so negligently and 

@ as a direct result of that de- 
parture or negligence, damage oc- 
curred. 

The law recognizes that physicians 
and surgeons work within certain 
limitations. Frequently, despite the 
exercise of skill and care, a cure is 
not effected. 


Result 


An unfavorable result by itself is 
not a basis for liability. Thus, in a 
recent case, four of a child’s front 
teeth had become dislodged during 
a tonsillectomy. A Crow-Davis mouth 
gag had been applied by the anes- 
thetist. The parents claimed that 
the injury to the teeth interfered 
with the normal development of the 
child’s mouth. However, expert 
testimony revealed that the scientific 
reason was a physiological restric- 
tion of the mouth and not the loss of 
the teeth. Furthermore, the court 
found that there was no proof that 
the physicians failed to use proper 
procedures or were careless in their 
treatment. It therefore reversed a 
jury verdict of $5000 against the 
anesthetist.” 

In another instance the court, after 
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death Bproduced enough evidence of mal- 
neces- Mpractice to go to the jury, dismissed 
to the he case and said: “It is a serious 
n win Bmaiter to charge a surgeon with mal- 
practice. He should not be convicted 
m the fon speculation or other than reason- 
com- Fable proof of the charge. He cannot 
0 the Phe convicted for pure accident or for 
ud ther results incident to his treat- 
at de- Mment if he was exercising the best 
ge oc- approved methods known to medical 
science with care and diligence.”* 
sicians 
ertain Accident 
ite the The surgeon, operating after a 
ure is diagnosis of acute appendicitis, 
found that the ascending colon and 
cecum were bound down by many 
adhesions. Other usual landmarks 
self is were obliterated and mesenteric 
s, ina Bilymph nodes were prominent. He 
front ff was unable to find the appendix. An 
juring fold abscess cavity was opened and 
mouth explored but the walls were left 
anes- Bintact. The cavity was filled with 
1 that sulfa, all adhesions were freed, all 
rfered § bleeding controlled, a Penrose drain 
of the J inserted as the abdomen was closed. 
expert [The postoperative diagnosis was 
entific J} acute exacerbation of an old rup- 
estric- § tured appendix or appendiceal ab- 
loss of scess. 
court Fourteen days after the operation, 
f that the patient started to drain fecal 
proper § material from the incision. The 
| their fj fistula did not heal after conservative 
‘sed a fj treatment at home, and the surgeon 
st the § recommended that the patient return 
to the hospital. 
, after However, the patient discharged 
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the defendant-surgeon and engaged 
another who in turn operated again. 
He then found a separation of the 
ascending colon from the cecum, 
though continuity was preserved as 
the area of separation was walled 
off by the omentum. 

The second surgeon testified that 
the cecum was probably damaged 
during the first operation, although 
he could not say so with reasonable 
certainty. He added, however, that 
it is possible in the presence of an 
abscess, to incise the intestine inad- 
vertently even though the usual 
practices and standards of the com- 
munity are followed. 

Furthermore, the transection of 
the colon could have resulted from 
the rupture of a diverticulum and it 
was not actually separated at the 
time the first operation was con- 
cluded. 

It thus was shown that the result 
complained of could have occurred 
even with a competent surgeon using 
the instruments, methods and tech- 
nique generally used by competent 
surgeons in that locality.* 


Proving malpractice 


Ordinarily, standing alone a bad 
result does not establish a malprac- 
tice case. The patient must prove 
by means of expert testimony the 
standard of practice in the commu- 
nity and that the defendant departed 
from it. 

One court stated the rule as fol- 
lows: “Before a physician or surgeon 
can be held liable for malpractice, 
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e must have done something in the 
eatment of his patient which the 
pcognized standard of medical prac- 
ce in his community forbids in such 
ases, or he must have neglected to 
o something required by those 
tandards. In order to sustain a 


idgment against a physician or sur- 
meon, the standard of medical prac- 


Mhown, and, further that the doctor 
ailed to follow the methods pre- 
cribed by that standard; .. . it is 
ot required that physicians and sur- 
eons guarantee results, nor that the 
esult would be what is desired; .. . 


ian by reason of his departure from 
he popular standard of practice 


An exception is recognized 
n those cases in which negligence 
s so grossly apparent that a layman 
sould have no difficulty in recogniz- 
ng it.” (court’s italics) .* 
A typical example of an instance 
fvhen negligence can be shown with- 
ut expert testimony is where a for- 
bign object is left in the body after 
hn operation.” The court in these 
ases applies the doctrine of res ipsa 
oquitur (literally, the thing speaks 
or itself). The patient merely 
proves his injury, that it occurred 
ithout his fault, that it was caused 
y an instrumentality under the ex- 
Blusive control of the defendant, and 
hat such accidents do not ordinarily 
becur if due care is used. This raises 
hn inference of negligence which the 
lefendant must then rebut with con- 
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trary evidence. If the defendant 
fails to do so, the jury is justified in 
deciding for the plaintiff. 


Medical question 

However, in order to receive the 
benefit of res ipsa loquitur, the sur- 
geon’s dereliction must be the kind 
that is self-evident to the layman. 
For example, a surgeon removed 
two small polyps located at the apex 
of the patient’s vocal cords. The 
patient merely showed that his voice 
before the operation was clear and 
resonant but became hoarse and low- 
pitched after it. He argued that the 
surgeon’s negligence was apparent 
from the sound of his voice just as 
it would be if forceps were left in 
the abdomen. 

The court rejected the plaintiff's 
argument, saying: “The ability of 
any layman to detect the bad condi- 
tion of plaintiff's voice may be grant- 
ed, but the cause of such a condition 
is a medical question, and not within 
the certain knowledge of laymen.”® 


Or is it? 


The court’s reasoning in this case 
seems clear. It is less clear, how- 
ever, in another case where a sur- 
geon accidentally perforated the 
patient’s urethra. The surgeon ad- 
mitted in his testimony: “I must 
have made the opening myself in the 
process of the operation. I am only 
human.” The court held that this 
was sufficient evidence of negligence 
for the case to be taken to the jury.” 
How do the facts of this case differ 
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from the one mentioned earlier, 

where the patient’s colon was tran- 
; sected during an appendectomy? In 
q that case the court held that the 
es mere fact of the injury alone was 
not enough to show negligence with- 
out proof that it was caused by the 
defendant’s departure from sound 
medical practice. These two cases 
demonstrate how different courts, 
applying the same broad principles 
of law, reach different conclusions 
in different situations. 


ee The law recognizes that physicians 
may differ over a diagnosis or treat- 
ment. The mere fact that a diag- 
nosis later is proven incorrect does 
not by itself establish malpractice. 
It must be shown that the defend- 


ant’s procedure was not in acco 
ance with standard practice in 
community and that this failure wé 
the proximate cause of the resultaj 
damage. 

During the first consultation, t 
surgeon gave the patient a cyst 
scopic examination and diagnose 
the condition as an enlarged prostaf 
gland. The patient rejected surger 
Two years later another cystoscop 
examination disclosed a tumor whi 
was malignant at the base of t 
bladder. The patient sued the su 
geon for negligent diagnosis an/ 
treatment in failing to discover t 
tumor before it became malignan: 
The court held that there was ir 
sufficient evidence of a causal rele} 
tionship between the failure to cystef 
scope and the cancer: “Prior cyst¢ 
scopy might have revealed the tuma 
had it been there when the cyste 
scopy was performed. But it doe 
not follow that even if it were founl 
it could have been successfully re 
moved. 

It may be conceded that becaus¢ 
of defendant’s failure to cystoscope 
plaintiff there had been no chance 
to eradicate the cancer. But it is a 
far cry from that to the conclusion 
that had the defendant cystoscopel 
the plaintiff the cancer could prob 
ably have been successfully eradi- 
cated.”§ 

Although it is the better practice 
for the surgeon to make his ow 
diagnosis, he generally may rely o 
the diagnosis of the referring physi: 
cian. He need not make an inde 
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pendent diagnosis before operating 
in the absence of information or con- 
dition which would put the surgeon 
upon inquiry as to the correctness 
of the physician’s diagnosis and the 
advisability or necessity for the op- 
eration.® 


Consent to operation 


An operation upon a person with- 
out his consent, irrespective of the 
outcome, is a wrong for which a 
surgeon will be held liable. 

However, courts are generally 
quite flexible as to what constitutes 
adequate consent. 

Thus, it is universally agreed that 
no consent at all is required where 
an emergency requires immediate 
action to preserve a person’s life or 
health and it is impracticable to ob- 
tain his consent or the consent of 
someone who is authorized to speak 
for him. 

In addition, courts will sometimes 
go very far in implying consent from 
the conduct of the patient.?° 

The current trend is to abandon 
the rigid common law requirement 
of a formal or explicit consent. It 
is recognized that the rigid rule de- 
veloped at a time when surgery was 
frequently performed in the home 
while the patient was conscious so 
that the physician was able to obtain 
the patient’s consent for any unex- 
pected extension of the operation. 
If the patient was unable, because 
of his condition, to consult with the 
physician his family was readily 
available to consent. 
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Extension 


Today, of course, surgery is per 
formed in hospitals while the patien! 
is under anesthesia. The family, iff 
in the hospital, is most usually in 
another part of the building. Fur- 
thermore, it is now understood that} 
a complete diagnosis of an internal} 
ailment is not made until an incision . 
is made. It is therefore felt that it 
is unreasonable to hold a surgeon to} 
the exact operation agreed upon} 
after only a preliminary diagnosis. 

The recent trend was followed in 
a North Carolina case, where a 
patient sued for injuries resulting 
from an unauthorized operation. The 
surgeon, while performing an appen- 
dectomy, discovered cysts on the 
ovary and punctured them. The pa- 
tient alleged that as a result she 
developed phlebitis in her lower ex- 
tremity. The court dismissed the 
case on the grounds that there was} 
no proof that the puncturing of the} 
cysts directly caused the phlebitis. 
It then acknowledged that the _pa- 
tient would be entitled to at least 
nominal damages if the extension of 
the operation was indeéd unauthor- 
ized. 

However, the court recalled the 
old Latin. maxim, “Ratio est legis 
anima; mutata legis ratione mutatur 
ét lex (reason is the soul of the law: 
the reason of the law being changed. 
the law is also changed). 

The court then enunciated a more 
modern and realistic rule of consent: 
. “Where an internal operation 
is indicated, a surgeon may lawfully 


Resident Physician 


per! 
forn 
exte 
thar 
and 
in ¢ 
ope! 
und 
whe 
cou 
who 
thei 
feat 
D 
evel 
cau 
fro 
| ily; 
the 
ticu 
Bre 
I 
nee 
fau 
nee 
lial 
due 
nee 
viol 
7 
of 
mo 
sta 
to 
the 
of 


is per 
patient! 
nily, if 


ally ings 


Fur- 


od thatf 


nternal 
ncision 
that it 
geon to 
| upon 
nosis. 
wed in 
here a 
sulting 
The 
appen- 
on the 
The pa- 
ult she 
wer ex- 
ed the 


re was 
of the 


ilebitis. 
the pa- 
at least 
ision of 
author- 


led the 
st legis 
mutatur 
he law: 
hanged. 


a more 
onsent: 
eration 
awfully 


hysician 


perform, and it is his duty to per- 
form, such operation as good surgery 
demands, even when it means an 
extension of the operation further . 
than was originally contemplated, 
and for so doing he is not to be held 
in damages as for an unauthorized 


operation.” The court revealed the 
underlying policy of its decision 
when it said: “The law should en- 
courage self-reliant surgeons to 
whom patients may safely entrust 
their bodies, and not men who may 
be tempted to shirk from duty for 
fear of a law suit.”21 

Despite this liberal trend, how- 
ever, the surgeon should still be 
cautious and obtain proper consent 
from his patient or the patient’s fam- 
ily; he should also inform himself of 
the position of the courts of his par- 
ticular state on the subject. 


Broken needles 


It is recognized that a certain per- 
centage of surgical or hypodermic 
needles will break without anyone’s 
fault. Therefore, the breaking of a 
needle is not, per se, a basis for 
liability if the needle was used with 
due care. Thus, for example, a 
needle should be inspected for ob- 
vious defects before it is used. 

The time for informing the patient 
of a broken needle lodged in his 
body or the proper time for its re- 
moval depends upon the circum- 
stances. However, it would seem 
to be clear malpractice to discharge 
the patient without informing him 
of the accident at all.‘? Similarly, 
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it would be reckless to probe for 
the needle in certain sensitive areas 
without first having x-rays taken. 


Foreign objects 

The leaving of foreign objects, 
such as gauze sponges or instru- 
ments, in the body is the kind of 
act to which res ipsa loquitur is 
most typically applied. As the court 
said in one such situation, “Cases 
may arise where there is such gross 
negligence and want of skill in per- 
forming an operation as to dispense 
with the testimony of professional 
witnesses.” That court was con- 
fronted with an extreme example of 
carelessness. The plaintiff, after an 
abdominal operation, complained of 
pain in her throat and a choking 
sensation. Her condition worsened, 
and she was unable to speak, so 
she wrote notes to the surgeon and 
hospital attendants. The surgeon 
then examined her pharynx several 
times and assured her that there was 
nothing wrong. He did not call in 
a laryngologist as the family had in- 
sistently urged. Her throat swelled 
externally, and her fingernails began 
turning blue. 

About thirty-six hours after the 
operation, the patient brought in a 
laryngologist, who, in the presence 
of the defendant, removed from her 
throat a metal disk with two wire 
loops about four inches long left 
there by the anesthetist physician. 
The patient testified that the laryn- 
gologist remarked at that time, “This 
thing should never have happened,” 


139 


| 
= 


and, “I have heard of a lot of things 
. .. but this is the first G--- d--- time 
I have ever seen this.” 

The court in upholding a $5000 
verdict for the patient, cited as suf- 
ficient evidence to support the jury 
verdict the fact of leaving the air- 
way in the patient’s throat. The 
defendant also failed to heed the 
patient’s complaints and worsening 
condition.?® 

In another case the patient con- 
tinually complained of abdominal 
pains for two years following an ex- 
tra-uterine pregnancy. The defend- 
ant attempted to explain these at 
various times as gas, anemia or 
tilted uterus. Another operation dis- 
closed a large cloth sack in the pa- 
tient’s large intestine, where it joins 
the small intestine. The court ap- 
plied res ipsa loquitur which raised 
an inference of negligence against 
the surgeon. 

However, he failed to produce 
sufficient evidence to rebut the infer- 
ence. It was shown that the only 
operations that plaintiff had ever had 
were those two performed by the de- 
fendant. The latter denied that he 
had made an incision into the pa- 
tient’s intestinal tract. He agreed 
that it was inconceivable that the 
sack had entered the patient’s intes- 
tine through her mouth. He sug- 
gested that it may have been inserted 
through her rectum, a fact that 
plaintiff denied. The court felt that 
this theory was too implausible to 
destroy the inference of negligence. 
Plaintiff therefore had enough of a 
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case to go to the jury.’* 

It is less likely that the surgeon 
will be held liable for surgical gauze 
sponges left in the operated area. 
In general, it is the duty of the oper- 
ating room nurses to keep a sponge 
count. In some states where this 
is shown, it is some evidence of the 
absence of negligence on the part 
of the surgeon, but it is not conclu-} 
sive. In Massachusetts, however, the 
surgeon is completely absolved if it } 
is the hospital’s practice to hold the 
nurses responsible for the sponge { 
count.'® 
Liability of volunteer | 

There is an old principle in the | 
law to the effect that a person is 
under no legal duty to aid another 
in distress. However, if he des take | 
action and is negligent, he is liable 
for any injury he causes thereby. 

A surgeon was summoned from 
an adjacent room by two less ex- 
perienced surgeons who were per- 
forming an exploratory laparotomy 
directed at the patient’s gallbladder 
The latter had made an incision in 
the upper right quadrant of the 
abdomen and found a diseased gall- 
bladder. Looking further, they found 
a tumor on the sigmoid colon in the 


lower left quadrant. They therefore 
summoned the defendant who con- 
firmed that the tumor was malignant 
and that its removal was more im- 
portant than the gallbladder. The 
defendant agreed to help with the 
excision without the knowledge of 
the patient and without compensa- 
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tion. The patient later sued all three 
surgeons for leaving a hemostat, a 
six-inch Kelly clamp, in the upper 
right quadrant of his abdomen. 

The first two surgeons made a 
settlement with the patient before 
trial, so that only issue remaining 
was the liability of the volunteer. 
The court applied the doctrine of 
res ipsa loquitur, which raised an 
inference of negligence against the 
defendant. However, he won the case 
because he produced sufficient evi- 
dence to rebut the inference. All the 
surgeons testified that the defendant 
did not touch the upper right quad- 
rant, but confined his attention to 
the lower left quadrant where the 
tumor was located. It was also shown 
that the defendant did not use Kelly 
clamps, but used curved clamps ex- 
clusively.1® 


Hospital personnel 


As a general rule, a surgeon is not 
liable for the negligence of interns, 
anesthetists, nurses and other aides 
on the staff of a hospital. This is not 
true, however, once the surgeon he- 
gins to give specific instructions to 
an employee of the hospital or when 
he exercises control over the de- 
tails of the employee’s work. 

A parent sued a surgeon for caus- 
ing the death of a child with an 
overdose of ether administered by 
a nurse in connection with a ton- 
sillectomy. The trial judge dismissed 
the case on the grounds that the 
negligence of the nurse could not 
be imputed to the. surgeon. 
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The appellate court reversed that 
decision, saying that, although the 
nurse was an employee of the hos- 
pital, there was enough evidence 
that the surgeon had exercised full 
power over the attending nurses so 
as to make him responsible for the 
improper administration of the anes- 
thetic.18 

In another case a patient claimed 
that she received chemical burns on 
her back during an operation. The 
court held that res ipsa loquitur did 
not apply because control over the 
chemicals was exercised by hospital 
personnel. The plaintiff selected the 
hospital, and the hospital’s em- 
ployees prepared the patient for the 
operation. Therefore, if res ipsa 
loquitur applied at all, it did so 
to the hospital alone.’® 

While the surgeon was scrubbing 
up in an adjacent room, the patient 
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fell off the operating table as the 
nurse was adjusting the stirrups. 
The liability of the hospital hinged 


on whether the nurse, while per-. 


forming that act, was the agent of 
the surgeon or of the hospital. 

The court said that the following 
evidence introduced by the plaintiff, 
if believed by the jury, would make 
the nurse the agent of the hospital. 
The surgeon was the plaintiffs fam- 
ily doctor and on the staff of the 
hospital; the nurses were assigned 
to him by the hospital, and he could 
not reject them; the surgeon was 
not actually supervising the nurse 
when the injury occurred. Appar- 
ently, what swayed the court to a 
large extent, was the common knowl- 
edge that the preparation of a pa- 
tient for surgery in the hospital op- 
erating room is usually done by the 
hospital’s nursing staff and the 
charges for that are part of the 
hospital’s, not the surgeon’s fees.?° 

A patient was injured by the ex- 
plosion of an anesthetic machine 
caused by static electricity. The 
court refused to apply res ipsa 
loquitur against the surgeon and dis- 
missed the case against him. It ap- 
peared that he possesed the required 
skill and applied it with due care. 
The machine was under the com- 
plete control of the anesthetist, who 
was selected by the anesthesiological 
staff of the hospital. It was also 
shown that it was not a customary 
duty of the operating surgeon to in- 
spect the anesthetist’s equipment. 
The only duty of the surgeon is to 
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wear clothing that is least likely to 
generate static electricity. However, 
the court affirmed a verdict against 
the hospital, although it reduced it 
from $30,000 to $15,000. It was 
shown that although the anesthetic 
machine had rubber tires, it had 
no drag chain with which to drain 
off static electricity. The court ap- 
plied res ipsa loquitur against the 
hospital. This raised an inference 
of negligence which the hospital 
could not rebut by showing that it 
was not the lack of a drag chain 
that caused the explosion. This the 
hospital failed to do.” 


Addiction to drugs 


A physician must exercise a high 
degree of care in prescribing mor- 
phine. He may be held liable for 
any resulting addiction even if the 
patient lied about pain in order to 
get the drug. 

A woman entered the hospital for 
surgery three times in the course of 
a year. She received pain-killing 
drugs each time. The defendant, who 
performed only one of these opera- 
tions continued to treat her after 
her final discharge. The patient com- 
plained of pain and the surgeon 
continually perscribed morphine. 
About three months after her dis- 
charge another surgeon again op- 
erated and then discovered that she 
was addicted to morphine. 

At the trial it was shown that the 
patient had begun to lie about the 
existence of pain in order to ob- 
tain more morphine. However, it 
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was also shown that the defendant 
had assured the family that it was 
all right to give the patient the 
drug whenever she felt the need for 
it. 

The defendant argued that the pa- 
tient was contributorily negligent in 
continuing to ask for the drug de- 
spite the fact that she felt she was 
becoming addicted to it. The court 
rejected this argument and affirmed 
a jury verdict for the patient. Even 
if the patient knew at what point 
addiction began, she had a right to 
rely on the defendant’s professional 
skill and judgment. It would be 
otherwise, however, had she con- 
sulted another physician who warned 
her of the danger of addiction and 
then she nevertheless continued to 
take the drug.’ 
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or sure antibacterial control 
in urinary tract infections 


mandelamine 


It’s effective against almost all types of urinary 
tract organisms. . . controls even antibiotic and 
sulfonamide-resistant bacteria. Yet, Mandelamine 
is not an antibiotic! Mandelamine won't sensitize 
patients . . . no resistant bacterial strains develop . . . 
side effects are minimal. Mandelamine is one of the 
safest of all drugs for prolonged use, and— 

happily for patients—costs far less than other 
antibacterial agents! 


safe for long-term use for all ages 


Supplied in Hafgrams® (0.5 Gm. tablets), 0.25 Gm. 
tablets, and pleasantly flavored Mandelamine 
Suspension for pediatric use. Adults take an initial 
daily dose of 4 to 6 Gm., and can be maintained 
on 3 Gm. daily indefinitely. Children need as little 
as 1 Gm. daily. (Mandelamine Discs, for quick 
identification of Mandelamine-sensitive bacteria, 
available from your laboratory supply house.) 


Nepera Laboratories, Morris Plains, N. J. 


® 
MANDELAMINE 
safe and effective for chronic urinary tract infections 
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WEST VIRGINIA 


A foreign graduate who wishes 
to take the West Virginia medical 
licensure examination must: 
©@ Graduate from a foreign medical 
school and have resided in West Vir- 
ginia for at least three years im- 
mediately preceding the application. 
@ Be recommended by his county 
medical society as having the neces- 
sary learning and experience. 

@ Serve at least one year of in- 
ternship in an approved hospital in 
the U.S. 

@ Have full U.S. citizenship. 

Reciprocity is not given to for- 
eign graduates. For further informa- 
tion write to: Dr. Newman H. Dyer, 
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Secretary, State Office Building, No. 
3, Charleston 5, West Virginia. 


WISCONSIN 


In Wisconsin a foreign graduate 
who wishes to take the medical 
licensure examination must: 
®@ Graduate from a school approved 
by the AMA. 

@ Have one year of an approved 
internship in the U.S. or Canada. 
@ Have first citizenship papers. 

®@ Obtain a Basic Science Certifi- 
cate. 

Reciprocity is given to foreign 
graduates who hold licenses in states 
with which Wisconsin reciprocates 
— if the graduate meets all other 
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licensing requirements. Wisconsin 


also grants licenses by reciprocity to 


those having Armed Forces service, 


providing an applicant can meet all . 


regular licensing requirements, has 


' served at least one year as a medi- 


cal officer and appears at a meeting 
in application within a year fol- 
lowing his honorable discharge. 

For further information write to: 
Dr. Thomas W. Tormey, Jr., Secre- 
tary, State Office Building, 1 W. 
Wilson St., Madison, Wisconsin. 


WYOMING 


The Wyoming Board of Medical 
Examiners does not accept for ex- 
amination those applicants who are 
graduates of foreign medical schools. 


ALASKA 


Any applicant for a license to 
practice medicine in Alaska requires 
the following: 

e Full U.S. citizenship. 

¢ Graduation from a medical school 
that, at the day of graduation, has 
not less than the requirements of 
the Association of American Medi- 
cal Colleges. Alaska uses the list 
furnished by the American Medi- 
cal Association of its fully approved 
medical colleges. 

® Certificate and _ testimonial of 
good moral character. 

© Hospital training of at least one 
year as an intern or resident in a 
recognized hospital unless he has 
been a licensed physician engaged 
in the profession for a term of four 
years. 
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e A Basic Science Certificate from 
the Territory of Alaska. 
© Reciprocity — if the applicant 
holds a license by examination in 
any state in the United States which 
recognizes licenses from Alaska, and 
if the applicant presents a certifi- 
cate that he is qualified to practice 
medicine and surgery in the state 
issuing the license, then at the dis- 
cretion of the Board of Medical Ex- 
aminers of Alaska, he may receive 
a license to practice medicine and 
surgery. 

For further information write to: 
Dr. W. M. Whitehead, Secretary, 
172 S. Franklin St., Juneau, Alaska. 


CANAL ZONE 


The Canal Zone does not permit 
graduates of foreign medical schools 
to take its licensure examination. 


GUAM 


Guam requires that a foreign 
graduate be a graduate of a school 
approved by the AMA. 

He also must have taken an in- 
ternship in the United States. 

Reciprocity is given and citizen- 
ship is not required. For further in- 
formation write to: Dr. S. J. Prov- 
encher, Acting Secretary, Marianos 
Islands, Agana, Guam. 


HAWAII 
The Territorial Board of Medical 
Examiners requires that a foreign 
graduate: 
@ Be a citizen of the United States; 
or if not a citizen of the United 
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States, has declared his intention to 
become a citizen of the United 
States as provided by law. 

@ Has been a resident of the Ter- 
ritory for at least one year; except 
that a person who has changed his 
residency to the Territory shall have 
been continuously physically present 
in the Territory for at least nine 
months of his legal residence in the 
Territory. 

©® Be of good moral character. 

© Be a graduate of a medical school 
or college approved by the Council 
on Medical Education and Hospitals 
of the AMA, or in lieu thereof, has 
actively practiced, either in some 
other jurisdiction or in the United 
States Army or Navy or Public 
Health Service, as a licensed physi- 
cian of medicine or surgery for ten 
of the eleven years immediately pre- 
ceding the date of application to 
take such examination. 

e Has served an internship of at 
least one year either in a hospital 
which has been certified or approved 
for the training of interns and resi- 
dent physicians by the Council on 
Medical Education and Hospitals, or 
if outside the United States, in a 


hospital which is shown by the ap- 
plicant to the satisfaction of the 
Board of Medical Examiners to 
possess standards substantially the 
equivalent of those required for such 
American Medical Association 
approval. 


© Has visited a Territorial institu- } 


tion devoted to the care of patients 
suffering from Hansen’s disease and 
is possessed of a written statement 
from the physician in charge that he 
is familiar with the general clinical 
manifestations of Hansen’s disease. 
For further information write to: 
Dr. I. L. Tilden, Secretary, 1020 
Kapiolani St., Honolulu, Hawaii. 


VIRGIN ISLANDS 


The Virgin Islands requires that 
a foreign graduate be a graduate of 
a medical school approved by the 
AMA. 

An internship in 
required. 

Citizenship is not necessary. Must 
reside in the Virgin Islands for at 
least six months prior to application. 

For further information write to: 
Dr. Earle M. Rice, St. Thomas, Vir- 
gin Islands. 
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Useful in Daily Rounds 
. . . AMERICAN MEDICINE'S 
MOST EFFECTIVE BOOK ON 
TREATMENT 


Edited by Howard F. Conn, M.D. 


1958 Current Therapy 


) Concise, up-to-the-minute therapy for 


each of nearly 400 commonly encoun- 
tered diseases and disorders makes 
this book ideal for a hard-pressed med- 
ical man. CURRENT THERAPY is an 
annual volume that over 50,000 in- 
dividual physicians have accepted as 
providing the most effective treat- 
ments known to medical science today. 
You can find in it the safest and best 
treatments in just a few seconds. 
Each of the 298 contributors to this 
year’s volume was chosen by an emi- 
nent Board of Consultants. In the 
Board’s opinion the therapeutic meas- 
ures the contributor is using are the 
best for the disease he is writing 
about. The descriptions are so crisp 
and concise you'll grasp the pro- 
cedure in a matter of moments. Exact 
dosages are given, prescriptions are 
written out when necessary. Therapy 


W. B. SAUNDERS COMPANY 
West Washington Square, Phila. 5, Pa. 
Please send and charge my account: 

1958 CURRENT THERAPY 


Saunders Easy 
Payment Plan 
is available 
($3 mo.) 


Address 


is given in separate, numbered proce- 
dures—written for quick reading and 
full understanding. The new subjects 
or articles written for this year’s vol- 
ume include: Newer Anti-secretory 
Compounds in Peptic Ulcer — Duck 
Embryo Vaccine for Rabies — Control 
of Complications in Bronchitis — 
Tranquilizers in Hiccups and in 
Asthma — Pressure Gradient Band- 
ages in Stasis Dermatitis and Stasis 
Ulcer —Shock in Obstetrics, and many 
others — 227 of. the 322 articles are 
new to this revision. 

This is indeed the kind of practical 
and up-to-date book every physician 
can turn to for daily help. Why not 
order your copy today? Just send in 
the handy order form below. 

By 298 Eminent Avrtnonrrres selected by a 
Special Board of Consulting Editors. Edited b: 


Howarn F. Conn, M.D. 827 pages, 8” x 11”. 
$12.00. ! 
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WASHINGTON 


REPORT 


Current news items of special interest to residents, 
interns and reserve medical officers, as reported 
directly to your journal by the Army, Air Force, Navy, 
Public Health Service and Veterans Administration. 


Air Force 


INTERN ALLOCATION .. .Of the 
1003 draft-liable interns allocated to 
the Air Force this fiscal year by the 
Department of Defense (through 
July 1958), 99.8% of the interns 
indicated Air Force as their first 
choice. 

Of further interest is the fact that 
77% of all senior medical students 
who participated in the program 
were allocated to the service of their 
first choice. 

The 0.2% allocated to the Air 
Force for whom the Air Force was 
second choice were interns who had 
asked for Army commissions and 
deferments in general practice; 
these were allocated to the Air 
Force because the Army could not 
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accommodate their requests. 

Of the 1003 interns allocated, 
more than 700 had submitted their 
applications for Reserve commis- 
sions by the deadline date, 1 Decem- 
ber 1957. 

Since the fall of 1954 when the 
Department of Defense with the 
assistance of the Selective Service 
System initiated the Armed Forces 
Reserve Medical Officer Commis- 
sioning and Residency Consideration 
Program, young physicians with un- 
fulfilled service obligations have had 
an opportunity to plan profession- 
ally and service-wise. Through this 
volunteer program they have been 
able to apply for and receive a Re- 
serve commission with, in most 
instances, the service of their choice, 
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cians have turned to Aloe 
for aid and assistance 
when first opening their 
offices. Among the many 
helps we offer are: 


1. Equipment 

Check Lists: 

An item by item list of 
everything required to 
outfit your office. 


2. Office Planning 
Service: 

We will supply suggested 
layouts scaled to size to 
help you determine your 
exact needs. 


3. Tailored Payment 
Plans: 

We have 11 financing 
plans, one of which is sure 
to fit your needs. You can 
even buy equipment with- 
out a down payment. 


4. Location Service: 

We know of many ideal 
communities that would 
welcome an able young 
physician. We will advise 
our field force of your pref- 
erences, if you wish, so 
that you may benefit from 
this service. 


Send the coupon today for 
— details. No cost 
or obligation, of course. 


a. s. aloe company | 


1831 Olive Street + St. Louis 3, Mo. 
14 fully stocked divisions coast fo coast 
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A. S. ALOE COMPANY 
1831 Olive St., St. Louis 3, Mo. 

Please send complete details about your () Equip- 
ment Check lists; (1) Office Planning Service; 
0 Tailored Payment Plans; [) Location Service. 
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and to come to active duty within 
the fiscal year following completion 
of their intern training. (The fiscal 
year, July to June, coincides with 
the usual academic year.) Further, 
they have had the possibility of 
choosing and being selected for resi- 
dency deferment within the specialty 
requirements of their chosen mili- 
tary departments if they did not 
prefer active duty upon completion 
of their internship. 

The Air Force this year plans to 
defer more than 200 physicians un- 
der the plan. Deferments are on a 


year-to-year basis, until residents 
are board-eligible in their special. 
ties, based upon the approval of 
their training hospitals and upon 
the continued needs of the particu- 
lar service. 

The Air Force, in supporting the 
program from its inception, has 
recognized the planning value to the 
individual physician, to the military 
department, to Selective Service, and 
to the training institutions. It is 
anticipated the voluntary program 
will again be in operation for 1958 
medical school graduates. 


Navy 


QUALITY CAREER... Reswent 
Puysician has been given permis- 
sion to publish a recent letter sent 
to the chairman of the AMA’s Coun- 
cil on National Defense, Dr. Harold 
S. Diehl. We put it under our head- 
ing “Navy” because it was written 
by a naval medical officer about his 
active duty: 
The University of North Carolina 
The School of Medicine 
Department of Medicine 
Dr. Harold S. Diehl, Chairman 
Council on National Defense 
American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 
“Dear Dr. Diehl: 
I have just completed a question- 
naire of your committee for former 
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Armed Forces medical officers, and 
I feel so strongly about the nature 
of the experience that I want to 
communicate it directly to you. The 
following is my comment on the 
last page of the questionnaire. 
“Though drafted reluctantly ten 
years after graduation from medical 
school, for which I paid myself, and 
during and after which I was said 
to be physically unfit for military 
service, I had a pleasant and profit- 
able 27 months of active duty in the 
U. S. Naval Reserve. I developed 
high respect for the members of the 
Navy Medical Service in the posi- 
tions of greatest responsibility and 
found the quality of medical prac: 
tice wherever I had the opportunity 
to inspect it throughout the Navy 
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Mutual Benefit Life's job: 


TRUE 
SECURITY 


FOR THE DOCTOR 
AND HIS FAMILY 


As a member of the medical 
or dental profession your 
job is not only to care for 
the needs of your patients 
today, but also to protect 
their future. 

Similarly, Mutua! Benefit 
Life does much more than 
answer your present prob- 
lems. Mutual Benefit Life 
offers TRUE SECURITY to 
you and your family through 
a unique insurance plan de- 
signed to take advantage of 
your lifetime earning curve 
which differs so greatly from 
i a that of men in other pro- 
, and = fessions. 
bts: =f No matter what your age 
iature or income, Mutual Benefit 
nt to 4 Re Life now offers you TRUE 
SECURITY with one inclu- 
1. The sive insurance plan designed 
th ‘2 ; to give you and your family 
the fullest, finest, most eco- 
nomical protection in the 
to} TRUE SECURITY is now 
edical offered with the most liber- 
alized coverage and_ lowest 
f, and cost in Mutual Benefit Life’s 
s said 113-year history. 
Ask your Mutual Benefit 
ilitary Life man today about TRUE 
profit: SECURITY. 


in the MUTUAL 

BENEFIT 

of the 3 LIFE 

of our nation’s health. Wi skill, under- 

ty and standing and selflessness, he devotes his for TRUE SECURITY 

prac: life to our physical and mental needs. 
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as good as or better than the aver- 
age of civilian medical practice as 
I have seen it. I was not called upon 
to perform non-professional duties, 
and the paper work and administra- 
tive aspects of my work occupied 
less time than in civilian life. 

“At the time of my entering the 
service, I was convinced of the need 
for medical officers in the Navy and 
realization of this need soon dissi- 
pated my resentment at being called 
away from my family and civilian 
career. 

“The American Medical Association 
would perform a service to young 


Army 


doctors and to the entire nation by a 
program of active encouragement of 
doctors entering upon their life work 
to consider the advantages of a ca- 
reer in government medical service. 
“Because of my civilian commit- 
ments, I could not consider a mili- 
tary medical career for myself, but | 
my period of service was so reward- | 
ing that I want to go on record with 
the American Medical Association } 
among the others who have found 
their military duties profitable.” 


Isaac M. Taylor, M.D. 
Assistant Professor of Medicine 


PREVENTIVE MEDICINE ... 
The Army currently offers resi- 
dencies in the field of preventive 
medicine, a specialty of great im- 
portance to the Army Medical 
Service. 

Specialty training in the field be- 
gins with an academic year of 
attendance at a recognized univer- 
sity school of pubic health, leading 
to the degree of Master of Public 
Health. The second year is spent as 
a resident in an AMA approved civil- 
ian public health residency, usually 
at a large state or county health de- 
partment. Here the resident observes 
and participates in an active program 
of public health practice, including 
epidemiological investigations, com- 
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municable and chronic disease con- 
trol, maternal and child health, hos- 
pital administration, and sanitary 
control of the environment. 
Between the second and third year 
of the residency, officers will attend 
a three months advanced course in 
military preventive medicine at the 
Walter Reed Army Institute of Re- 
search in Washington, D. C. During 
the third year of training each of- 
ficer will be stationed at a large 
military post as a resident physician 
in preventive medicine. Here he will 
participate, under the supervision 
of a board certified preventive medi- 
cine officer, in an active preventive 
medicine program in a combined 
military-civilian type community. 
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with few side effects 


Effects of anticholinergic drugs on peptic ulcer’ 


Atropine  Anticholinergic A Anticholinergic B PATHILON 


Daily Dose 
No. patients and 
length of follow-up 


120 mg. 200 mg. 
16 21 


9 mo. 11 mo. 


Results: 
Good to excellent 
Fair to poor 


76% 


24% 


Recurrences: 
None 
Few 
Same 


19% 


Complications: 
Hemorrhage 
Perforation 
Obstruction 
Surgery needed 


Side effects: 

al 
Visual 
Sphincter 


38% 
11% 
11% 


Re- 
“ Available in three forms: tablets of 25, mg., plain (Pink) or with 
rin henobarbital, 15 mg. (Blue), a’ renteral, 10 mg./cc.—1 oc. ampuls, 
yu P ind pa pul 
Dosage: 1 or 2 tablets before each meal and at bedtime. 
ch of- Parenterally, 10 to 20 mg. every 6 hours. 
large Also available: PATHIBAMATE** Meprobamate with PATHILON Lever.e, 
e for gastrointestinal disorders and their “emotional overlay.” 
rsician 1. After Cayer, D.: Prolonged anticholinergic therapy of 
duodenal ulcer, Am. ‘J. Dis. 1:301 (July) 1356. 
ie will Reg. U.S. Pat. Off. Trademark 


‘vision 


medi- in anticholinergic therapy... 
PATTHILON 
abined Tridihexethy! Iodide LEDERLE 
unity. 

E> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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effective ulcer therapy 
f, but | 
ward- 
iation 
found 
had 
1.6 mg. 400 mg. 
11 mo. 13 mo. ; 
— 
49% 26% 44% = : 
16% 22% 13% = 
46% 48% 50% 57% 
38% 38% 38% 24% 
5% 7% 19% 9.5% 
0% 0% 
0% 0% 
3% 4% 6% 0% ; 
78% 25% 14% 
48% 6% 0% 
15% 0% 0% 
| 


Activities will be centered at the post assigned a duty position in this spe- 
hospital. cialty, and after three years of such 
Following three years of formal practice, will normally be eligible 
training and residency, the career for examination by the American 
preventive medicine officer will be Board of Preventive Medicine. 


THE MEN Who Made The Medicine .. . 


Who was Park? What did Davis 

do? How about Lilly, Ayerst, Bur- 

roughs and Wellcome, Wyeth, 

Eaton, Squibb, Roche, Merck, 

Sharp and Dohme? Was there a 

Mead Johnson or was it Mead and 

’ Johnson? Who was Smith and 

Kline and French? What did men 

like Pfizer, Robins, Searle, Win- 

throp, Upjohn, Lederle, Bristol 

and Schering actually do for the companies which bear their 
names? Was there a Dr. Ciba? Who were the Burns Brothers? 
What is known about Warner and Chilcott, White, Massengill, 
McNeil and others whose names appear in drug company titles? 


The editors of Resident Physician went looking for the answers 
—and for the first time have brought together the fascinating, 
personal stories of the men who worked to establish today’s 
pharmaceutical companies. Many never-before-published inci- 
dents in the lives of the founders of present-day drug companies 
are contained in these word and picture biographies. 


Beginning next month, Resident Physician brings you the first 
in this exclusive series of articles about the pioneers in an in- 
dustry which has caused a virtual revolution in medical care 
and research in our time. 
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VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K}... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’’* 


helps prevent “physiologic” hypoprothrombinemia, the most 
probable cause of hemorrhagic disease of the newborn 


e helps reduce incidence of intracranial hemorrhage at birth 


e if ‘Mephyton’ has not been given to the mother before 
delivery, it can be administered to the infant if birth is 
premature, if surgery is necessary, or if treatment 
of neonatal hemorrhage is required 


Dosage: Hemorrhagic disease of the newborn, 0.5 to 2 mg. prophylacti- 
cally to the mother is usually adequate; if actual hemorrhage occurs, up 
to 10 mg., repeated if necessary, may be given to the newborn. 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul 
contains 50 mg., boxes of 6 ampuls. 


&> MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO., inc. 
ysician *Council on Pharmacy and Chemistry: Now and Nonofficial Remedies, Philadel 


phia, J. B. Lippincott Co., 1956, p. 505 
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1. The drug of choice in the treat- 
ment of ascariasis is: (A) santonin; 

hexylresorcinol; (C) tetrachlo- 
roethylene; (D) oil of chenopod- 
ium. 


2. A man falls astride an obstruc- 
tion receiving injury to the _peri- 
neum. Subsequently he is unable 
to void, his temperature is elevated 
and there is a gradual increased 
swelling of the perineum and geni- 
talia. The most likely injury is: 
(A) contusion and hemorrhage of 
perineal muscles; (B) hematocele 
of the scrotum; (C}<rupture of the 
urethra; (D) rupture of the bladder. 


3. A 36 year old man complains of 
attacks of palpitation at night. 
These are accompanied by dyspnea 
and epigastric and lower chest dis- 
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Questions are from a civil service 
examination given to candidates for 
physician appointments in municipal 
government. 


Answers on page 164. 


comfort. The only method of reliev- 
ing these symptoms has been for 
him to stand up and walk about the 
room. Fluoroscopic examination with 
barium swallow reveals the stomach 
bubble high in the left chest. Of 
the following, the most likely cause 
of the attacks is: (A) arterioscle- 
rotic heart disease with left ventricu- 
lar failure; (B) duodenal ulcer; 
~(C) hiatus hernia; (D) gall bladder 


disease. 


4. A 64 year old male with chronic 
pulmonary emphysema is admitted 
with acute pneumonia, is deeply cy- 
anotic, and is immediately placed 
in an oxygen tent. He is maintained 
in a high oxygen. atmosphere con- 
tinuously for four days, at which 
time he is noted to go gradually into 
coma with a respiratory rate of 6 
per minute, and to become increas- 
ingly cyanotic. The carbon dioxide 
content of the arterial blood was 
found to be 90 volumes per cent. 
Correct treatment for this man is: 
(A) Administration of caffeine so- 
dium benzoate; (B)~immediate re- 
moval from the oxygen tent and the 
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your patients with generalized gastrointestinal 
complaints need the comprehensive benefits of 


Tridal 


(DACTIL® + PIPTAL®—in one tablet) 


rapid, prolonged relief throughout the G.I. tract 

with unusual freedom from antispasmodic 

and anticholinergic side effects 

One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 
contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidy! 

LAKESIDE diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 
14387 of N-ethyl-3-piperidyl-benzilate methobromide. 
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use of intermittent oxygen only; 
(C) increase in penicillin dosage; 
(D) administration of aureomycin. 


5. Cortisone as treatment for rheu- 
matoid arthritis: (A) should be 
routinely used; (B) cannot be dan- 
gerous; (C) should never be used; 
(D) should be beneficial in some 


cases. 


6. Of the following, the best agent 
in the treatment of faucial diph- 
theria is: (A) streptomycin; (B) 
_ diphtheria antitoxin; (C) penicillin; 
(D) sulfadiazine. 


7. The one of the following dis- 
eases which is least likely to be con- 


fused with acute cholecystitis in a 
40-year old man is: €A) mesenteric 
adenitis; (B) pancreatitis; (C) 
right lower lobe pneumonia; (D) 
myocardial infarction. 


8. Of the following diseases, the one 
for which there exists an effective 
method of active immunization is 
(A) bacillary dysentery; (B) mea- 
sles; (C) malaria; (D) y yellow 
fever. 


9. The one of the following find 
ings which would be an indication 
of failure of medical management 
of a duodenal peptic ulcer is: (A) 
repeated recurrence of pain when 
antiacid therapy is withdrawn; (b) 
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recurrence of subjective symptoms 
o ulcer under severe stress;(C) 
g stric dilation with delayed empty- 


ing; (D) persistent fasting hyper- - 


avidity. 


10. The one of the following which 
is the most appropriate drug for the 
treatment of acute gouty arthritis in 
the early state is: (A) liver extract; 
(B) penicillin; (C),colchicine; (D) 
alcohol. 


ll. The characteristic murmur of 
aortic insufficiency is: (A) low- 
pitched and rumbling;& (B) high- 
pitched and blowing; (C) heard 
best with the patient supine; (D) 
heard best at the apex. 


12. Urobilinogen in the urine is 
most likely to be absent in: (A) 
cirrhosis of the liver; (B) acute yel- 
low atrophy of the liver; (@) adeno- 
carcinoma of ampulla of Vater; (D) 
gallstone in cystic duct. 


13. Rheumatic fever in a susceptible 
population is most likely to occur 
following an outbreak of: (A) in- 
fluenza; (By scarlet fever; (C) the 
common cold; (D) meningitis. 


14. A stocky laborer feels sharp 
pain in his right shoulder as he is 
lifting a heavy crate. On examina- 
tion, patient has moderate pain and 
soreness in the right shoulder and 
is unable to abduct the arm more 
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PABLETS (AMG). ELIXIR (2 MG. PERS CC) 


Stroboscopic picture of Castle No. 46 
Light showing five useful positions 


Light where you want it... 
as easy as pointing your finger 


When examining a patient you want 
light in the right place . . . and plenty 
of it, without waste motion. 

Castle’s No. 46 Specialist Light 
moves at your touch. Tilt it, rotate it, ain. 
it anywhere. You have cool, color- 
corrected, shadow-free light precisely 
where you want it! 

Vertical adjustment is effortless, and 
there’s no mechanical locking device! 
Counter-balanced telescope tube does 
it for you. 

Weighted base on casters lets you 
move lamp out of way quickly, eaBily. 

For a quick demonstration of the 
No. 46—and the good news about its 
low cost—phone your Castle dealer. 


Or write direct. Wilmot Castle Com- 
pany, 1830 East Henrietta Rd., 
Rochester, N. Y. 


than 15°. The shoulder can be 
moved passively through most of 
the normal range. The most likely 
diagnosis is: (A) impacted fracture 
of neck of humerus; (B) acute sub- 
deltoid bursitis; (C) rupture of the 
long head of the biceps; (D)j/tup- 
ture of the supraspinatus tendon. 


15. The proper treatment of the pa- 


| tient described in Question 41 is: 


(A) baking and massage; (B) im- 
mobilization in a Velpeau’s band- 
age; (C) support of arm on air- 
plane splint; wW) exploratory op- 
eration and repair of injured struc- 
tures. 


16. The etiology of arteriosclerosis 
obliterans is: (A)unknown; (B) 
metabolic; (C) infectious; (D) me- 
chanical. 


17. In treating phlebitis; anticoagu- 
lant therapy is contra-indicated in: 
(A) the presence of a fracture of 
long bone; (B) the first two weeks 
following the operation; (C)/cere- 
bral hemorrhage; (D) pulmonary 
infection. 


18. The etiology of Raynaud’s dis- 
ease is: (A) inflammatory; (B) 
neoplastic ; (Cy functional. 


19. Hyperuricemia exists in gouty 
patients: (A) always; (B) never; 
fC) usually; (D) rarely. 


LIGHTS AND 20. The joint pathology most char- 
STERILIZERS = 2teristic of rheumatoid arthiritis is: 
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nflammation of the synovium and 
joint capsule; (C) eburnation of 
ubchondral bone; (D) osteophytic | ~ 
proliferation. 


(A) cartilage degeneration; vB) | 


21. Radioactive iodine uptake in ex- 
‘ess of 35 per cent is usually ob- 
served in the course of: (A) acute 
thyroiditis; (B) myxedema; (C) 
iodine therapy; (D) ghyrotoxicosis. 


22. The pathological changes in | 
acute thromboangiitis obliterans | 
are: (A) degenerative; (B) inflama- 
ory; (C) functional; (D) ‘neoplas- 
ic. 


3. A petechial eruption is most | 
ikely to be found in: (A) H. in- | 
uenzae meningitis; (B) typhoid 


fever; (C), meningococcus menin- 
gitis; (D) coccidioidomycosis. 


24. In diabetic acidosis treated with 
glucose, insulin and fluids, weakness | 
and low T-waves in the electro- | 
cardiogram suggest: (A). low serum | 
potassium levels; (B) acidosis; (C) | 
hypoglycemia; (D) low serum car- 
bon dioxide combining power. 


25. Sensitivity to insulin is seen fre- | 
quently in: (A) Cushing’s syn- | 
lrome; (B) diabetes insipidus; (C) 


hyperthyroidism; (D)¥. Addison’s hemorrhoidal suppositories 
isease. 


® 


Anusol contains no narcotic— 
6. A convulsion following olfactory | ; 
allucinations suggests: (A) an | no analgesic drug—cannot mask 


intranasal tumor extending intra- | 


symptoms of serious rectal pathology 


WARNER-CHILCOTT 


pain 
| 10 
minutes 
a 


cranially; (B) a lesion of both ol- 
factory bulbs; (C) a lesion of one 
olfactory bulb; (Dha temporal lobe 
lesion. 


27. Five days after a severe head 
injury, a man develops progressive 
proptosis of one eye. The most 
likely cause of this condition is: 
(A) fracture of supraorbital ridge; 
(B) retrobulbar hematoma; yfC) 
arteriovenous cavernous sinus fistula ; 
(D) massive hematoma into sphe- 
noid and ethmoid sinuses. 


28. In a young male patient with 
a single painless nodule in the thy- 


roid gland the most advisable man 
agement is: (A) observation for evi 
dences of enlargement or until other 
nodules appear; (B) simple exci- 
sion; (C) 
radioactive iodine; (D) ethryoidec- 
tomy-subtotal. 


“MEDIQUIZ” ANSWERS 


1(B), 2(C), 3(C), 4(B), 5(D), 
6(B), 7(A), 8(D), 9(C), 10/C), 
11(B), 12(C), 13(B), 14(D), 15 
(D), 16(A), 17(C), 18(C), 19(C), 
20(B), 21(D), 22(B), 23(C), 24 
(A), 25(D), 26(D), 27(C), 28(D). 


the administration off" 


PROFESSIONAL PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 
Gentlemen: Please send free Histacount 
Bookkeeping samples and literature, no 
obligation on my part. 
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RESIDENTS WANTED 


At -STHESIOLOGY RESIDENTS—approved two 
«active teaching, clinical program; 
silable July |, 1958. Paul H. Lorhan, 

University of Kansas Medical Center, 
sa. City, Kansas. 


Kan- 


PROFESSIONAL ACCESSORIES 


NEW DOCTOR ITEMS — Professional Dacron 
blouse, —— in any manner; never 
needs ironing, dries in minutes; $7.95; car 
emblem $1.98: full car plate $1.98: tie 74 
$1.98; cuff links $2.50; lapel button $1.50 
all gold finished, lacquered: money back 
guarantee. Stadri ‘Company, Department RP, 
10 Sixth Avenue, Whitestone, New York. 


MEDICAL BOOKS 


Second hand book list available. Send 10c. 
Miss Frances Freedman, Book Dealer, Liter- 
ary Agent, 524 East 82nd St., New York City, 
Butterfield 8-6379. Shop open Tuesdays 6:30 
P.M.—9.00 P.M. 


HOMES AND OFFICES FOR RENT 


FOR RENT—2 and 4 room suites in New Medi- 
cal center; located in fastest growing area 
in Chicago, Northwest; new 326 bed hospi- 
tal being constructed; ‘excellent location for 


specialists in all fields. Call: VA 4-4919 or 
write John W. Davis, DDS, Medical Arts 
Building, Des Plaines, IIlinois. 


THREE NEW OFFICES FOR RENT: Light and 
heat included; rent is $50.00 each per month 
for 2 large ones and $25.00 for the smail 
one. L. E, Fritz, Wadsworth, Illinois. 


HOMES AND OFFICES FOR SALE 


CALIFORNIA—Near Santa Barbara. New hos- 
pital district, General Practice, 15,000 in 
area. Golf course, music festival, art center, 
fine schools. Fully equipped, half price, 
your terms. Box 798, Ojai, Calif. 
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USED MEDICAL BOOKS Bought and Sold. | 


A pothecary 


aVrs 


THE PERFECT PROFESSIONAL 
OFFICE & HOME DECORATION 


HESE jars are handmade and 

painted at the famous Anton 

Herr Pottery Works in West Ger- 
many. 


Suitable as collectors items, for 
home or office decoration. Wide 
variety of styles and sizes. Prices 
range from $4.75 to $74.95. The 
jar pictured above sells for $23.65. 


Money promptly refunded if not 
satisfactory. 


Write for full color descriptive 
folder to: 


MEDICAL TIMES 


Dept. RP, 1447 Northern Blvd. 
Manhasset, N. 


OVERSEAS, INC. 
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RESIDENT RELAXER 
(puzzle on page 21) VIEWBOX DIAGNOSIS 
A\/\4\4 AICI (from page 17) 
AM 14 LYN AIAN CARDIOSPASM 
Oo Note the marked widening 
M7 Blo|w and redundancy of the en- 
TR S| 7" tire esophagus with marked 
cléizi7 persistent narrowing at its 
14 a junction with the stomach 
MA\LIT ERR D 
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